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ion DIAGNOSIS of mild asymptomatic diabetes 
mellitus is of more than academic interest. 
Experience has conditioned us to look for dia- 
betes as an etiologic factor in patients with 
otherwise unexplained vascular disease. This 
search has been rewarded at times by the dis- 
covery of disturbances in carbohydrate utiliza- 
tion which could be found only by challenge 
tolerance studies. We, as well as others, have 
been impressed with how severe the vascular dis- 
turbances may be though the diabetes is so mild 
as to defy detection except by such search, 
With the implied intention of discovering 
previously unrecognized cases of diabetes melli- 
tus, it has been almost routine in the hospitals 
with which we are associated, as well as others 
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in this area, to determine fasting blood sugar 
levels on almost all patients admitted. While 
elevation of the fasting blood sugar would cer- 
tainly prompt further investigation, a normal 
level tends to be accepted as proof of absence 
of the disease and induces a sense of security. 
In those mildly diabetic individuals whose fast- 
ing blood sugar levels are normal, this security 
would be false. That this is recognized is evi- 
denced by Joslin’s statement’ that for purposes 
of diagnosis, especially in mild cases, blood sugar 
determinations one hour after a meal are pref- 
erable to those made in the fasting state. 


Formal glucose tolerance tests have long been 
accepted as proof of the diagnosis in mild or 
questionable cases. Mosenthal and Barry? set 
standards for normal and abnormal response in 
tolerance studies which are now generally ac- 
cepted and quoted in standard texts. According 
to these standards, 150 mg. per 100 ce. is the 
peak normal value for glucose in venous blood 
after ingestion of 100 grams of glucose when 
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the determination utilizes a “true” blood sugar 
method. Attempts have been made to simplify 
the procedure and still obtain diagnostic results. 
Conn* established criteria as values in excess of 
160 mg. of glucose at the end of one hour, and 
140 mg. after one and one half hours. 


Futcher and Marcus* studied a group of 180 
patients by measuring the level of blood glucose 
two hours after the ingestion of 100 grams of 
glucose and reported that 29 (16.1%) had sig- 
nificant hyperglycemia by their standards. Such 
an unusually high percentage of patients with 
abnormal results has been reported by others. 
Horwath et al.° found glucose tolerance curves 
of a diabetic type in 40 per cent of a group 
of older men. They further reported marked 
variability in repeated glucose tolerance 
curves on the same individual. Wagner® investi- 
gated a group of 106 aged women. Only 4 had 
high fasting blood sugar levels, but 24 of the 
group (22.6%) had peak blood sugar levels he 
considered in excess of normal standards. Of 
these, only two patients with clinically signifi- 
cant diabetes had levels in excess of standard. 
Unger’ studied the results of glucose tolerance 
tests following ingestion of 100 grams of glucose 
in a group of 152 food handlers with normal 
fasting blood sugar levels. Sixty (39%) of these 
had two-hour blood sugar determinations over 
the accepted normal criteria. A study of his 
data shows significant elevation of the one-hour 
blood sugar in a considerable number of those 
whose two-hour level was high, and unusal 
elevation of the one-hour levels in a few of those 
whose two-hour levels were normal. He concludes 
that the two-hour glucose tolerance test may be 
variable, and that modest elevations in the 
specimen over the usually accepted standards 
are not necessarily diagnostic of diabetes. Early 
in the use of glucose tolerance curves Myers and 
McKean® suggested that the glucose tolerance 
test is not to be considered absolutely reliable, 
and that errors are present in both directions, 
with abnormally high results in normal people 
as well as normal curves in undoubted diabetics. 
Murphy’, on the other hand, studied a group 
of 126 patients whose urines had been positive 
for reducing substances. The one-hour blood 
sugar level after ingestion of 100 grams of glu- 
cose was significantly high in 75 (59.5%), and 
her data indicate she interpreted this as diag- 
nostic of diabetes. 
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It is interesting that much of the above data 
is at variance with the results in the O- ‘ord 
study of Wilkerson and Krall’®. Of 3,516 <ub- 
jects from whom blood was drawn one hour «:/'ter 
a meal, only 43 were found with hyperglye ‘nia 
and no glycosuria. These 43 plus 25 who had 
both hyperglycemia and glycosuria total culy 
68 (1.9%) with 1-hour post-prandial hy er- 
glycemia, a much lower percentage than fo ind 
in the previously cited studies, 


Method of Study 


We were interested in determining whether 
the peak postprandial blood sugar level would 
be more valuable than the fasting level a: a 
screening procedure for diabetes in patients ad- 
mitted to a hospital. For this purpose 241  pa- 
tients admitted to the wards of the Mt. Sinai 
Hospital and the Rest Haven Rehabilitation 
Hospital were studied. Known diabetics and 
seriously ill patients were eliminated; none had 
been on limited diets. Fasting bleod samples 
were drawn and the patients were served a 
breakfast that usually included fruit, cereal, 
bread, egg and milk; a sample of venous blood 
was drawn one hour later. Glucose in blood was 
determined in the laboratories of the Mount 
Sinai Hospital by the Somogyi-Nelson method. 


Results 


The fasting blood sugar was significantly ele- 
vated in five patients, and they were eliminated. 
(Four of these were subsequently discovered to 
have known they had diabetes, and the fifth was 
ultimately considered a newly discovered dia- 
betic.) Of the remaining 236 whose fasting blood 
sugar was less than 110 mg. per 100 ec., 54 had 
one-hour postprandial blood sugar levels between 
150 and 200; 18 had over 200 mg. A total of 
72 patients (30.59) showed abnormally high 
levels. 


Discussion 


This was a special group in some respects. 
A large proportion were in the older age group 
in whom there is some indication that glucose 
tolerance may decrease, The percentage of Jews, 
who are expected to have a higher incidence of 
diabetes, was markedly higher than the general 
population. Nevertheless, making allowance for 
these exceptions, this would still suggest a fan- 
tastically high percentage of potential or actual 
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diabetics. We are unable to accept such an inter- 
pretation, 

We believe these results confirm the impres- 
sion that the peak height of the blood sugar 
level one hour after a meal is an unreliable indi- 
cator of diabetes, and that to depend on this is 
unwise. It would further seem that the number 
of patients who will have elevated blood sugar 
levels at this time is so great that the procedure 
loses value even as a screening test. Continued 
investigation for the purpose of setting up re- 
vised and reliable norms is indicated. 
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Age no deterent 


Age is by no means the determining factor 
of success or failure in orthodontic treatment. 
Through careful diagnosis and treatment, favor- 
able and successful results may be achieved in 
the adult patient. Successful treatment is entire- 
ly dependent on the patient’s health and coopera- 
tion, the response of the patient to mechanical 
and muscular therapy, the skill of the operator 
in making an accurate diagnosis, the planning 
of the treatment, and the operator’s judgment 
about which patient to treat and the degree of 
success that may be anticipated. Sanford N. 
Kingsly, D.M.D. The Widening Horizon in Or- 
thodontics: Adult Orthodontics. J. Amer. Dent. 
July 1960. 
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Pre-lemons 


There is a record of medicine practiced on this 
continent long before the arrival of settlers. In 
the year 1536, on the Gaspé Peninsula, Jacques 
Cartier, on the recommendation of the Indians, 
successfully treated an epidemic of scurvy among 
his crew by the use of a decoction made from 
the “Ameda” tree (probably a sassafras or 
spruce). This dread disease, which was said to 
have claimed, up to that time, some 10,000 sea- 
men as victims, was not actually conquered until 
250 years later. In 1753, Dr. James Lind’s 
published investigations established the cure of 
this condition by lemon juice. John Russell 
Twiss. Medical Practice in Colonial America. 
Bull. N.Y. Acad. Med. August 1960. 
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T HAS BEEN well documented that blood sugar 
levels of many newborn infants are below 
adult standards, and values of 30 to 40 mg. per 
vent are not uncommon in the first hours of 
life. These levels tend to be even lower in pre- 
mature infants’ and in offsprings of diabetic 
mothers.*-!* Despite these findings, infants rarely 
develop the symptoms of hypoglycemia — flush- 
ing, pallor, eyes rolling up, sweating, “wilting” 
spells, cyanosis, absent Moro reflex, limpness, 
twitching, apnea, and convulsions or coma.'®?*"!° 
Prognosis of symptomatic hypoglycemia varies. 
While most infants have no difficulties or obvious 
sequellae, some die ;'*"** others develop organic 
brain damage with subsequent mental retarda- 
tion, cerebral palsy, epilepsy’’, or behavior prob- 
lems; while still others may have recurrent epi- 
sodes of hypoglycemia.'* The latter constitute the 
group with spontaneously occurring idiopathic 
hypoglycemia seen in older infants and chil- 
dren.*? Since it has been demonstrated that hypo- 
glycemia reduces survival of newborn animals in 
nitrogen'® and that in adult humans receiving in- 
sulin shock therapy, hypoglycemia produces a re- 
duced cerebral uptake of oxygen,’® the mainte- 
nance of normal blood sugar levels (true sugar > 
30 mg. %) in infants may be essential to provide 
adequate substrate for cerebral metabolism. 

The sugar in blood can be elevated and main- 
tained by three methods: (1) by giving exoge- 
nous glucose, (2) by producing a release of glu- 
cose from the liver by various hormones, or (3) 
by inhibiting the peripheral utilization of glu- 
cose, Epinephrine®® glucagon*! and cortisone** 
increase breakdown of glycogen in liver resulting 
in a rise in blood glucose, and ACTH and corti- 


*This investigation was supported by research grants 
from the National Institute of Arthritis and Metabolic 
Diseases, National Institutes of Health, Public Health 
Service. 

From the Division of Pediatrics, Sarah Morris Hos- 
pital, Michael Reese Medical Center, Chicago. 

Presented before the Pediatric Section, Illinois State 
Medical Society Annual Meeting, May 1960, Chicago. 
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Hypoglycemia in Newborn Infants” 


sone act by increasing gluconeogensis, the proce. s 
by which protein is converted to glucose. 11 
addition, either epinephrine®® or growth hor- 
mone and ACTH?** inhibit the peripheral utilize- 
tion of sugar, thus increasing the glucose avail- 
able to the brain. 


Symptomatic hypoglycemia 


In contrast to the infrequency of overt effect- 
of low levels of sugar in blood during the firs: 
few hours of life, hypoglycemia after 24 hours 
may be symptomatic. We have recently described 
8 infants with symptomatic hypoglycemia occur 
ring on the second day of life.*? All mothers had 
toxemia of pregnancy with hypertension (‘Table 
1). In addition, albuminuria was present in 4, 
and 2 had excessive gains in weight. In 6 there 
were complication of labor and delivery as well. 
Infant (P.E.) was delivered by cesarean section. 

Although 5 infants were premature by weight, 
the estimated period of gestation of 7 was 3614 
weeks or more. These infants had been well 
until about 40 hours of age, at which time they 
refused feedings, became apneic, cyanotic, limp, 
and unresponsive. All infants had gross convul- 
sions accompanied by blood sugars ranging from 
1-24 mg. % (‘Table 2). In 5, the first suspicion 
that hypoglycemia existed was a low spinal fluid 
sugar (0-15 mg. %). Lumbar punctures were 
done because damage of central nervous sys- 
tem was thought to be responsible for the symp- 
toms observed. All symptoms and signs were im- 
mediately relieved by administration of glucose 
intravenously. To prevent recurrences, this fre- 
quently had to be given for 3 to 5 days. Three 
infants (D.B., G.A. and R.T.) were given 
ACTH, cortisone or both in addition to paren- 
teral glucose. Five of the 8 remained well after 
10 to 15 days with no demonstrable sequellae 
(Table 2). Two of the infants are mentally re- 

tarded, and one died at 17 days of age of Pseudo- 
monas sepsis and toxoplasmosis. The following is 
a detailed course of one of the babies described 
(Fig. 1). 
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TABLE 1. Summary oF 8 Cases oF SyMPTOMATIC NEONATAL HypocLyCEMIA ASSOCIATED WITH TOXEMIA OF 


PREGNANCY 
Ras Gestation| Mother’s Prenatal Course Complications of Labor Birth Weight 
Sex {Race | (Weeks) and Delivery (Grams) 
BM. M WwW 361% Severe weight gain Adherent clot over one-third of * 2,580 
Mild hypertension placenta 
la D. BM ce 36% Severe pre-eclampsia Induction of labor 2,140 

hor. Precipitate delivery 
lis- P.B M W 37 Moderate hypertension Uterine inertia with intrapartum 2,310 
Vall- Albuminuria hemorrhage 

Cesarean section 
G. A. F G 38 Hypertension Prolonged ruptured membranes 1,360 
Albuminuria Breech presentation 

ects 
first ee M W 39 Excessive weight gain Precipitate delivery 2,095 
Hypertension 
bed 37? “Slight” hypertension None 1,500 
‘ur 
had ROT ae Cc 38 Hypertension Prolonged second stage 3,090 
ble Albuminuria 

4 

: B.D: M WwW 32 Hypertension None 1,812 
Albuminuria 
Pil. 
on Reprinted from J. Pediat. 55: 545, Nov., 1959 by permission of C. V. Mosby Co. 
ht, TABLE 2. acorns! or THE Course OF 8 INFANTS WITH SYMPTOMATIC NEONATAL HYPOGLYCEMIA WITH 

yy, IMMEDIATE RESPONSE TO INTRAVENOUS GLUCOSE 
ell 
a Sugar Concentra- 

. tion at Symptoms 2 
Ps — — 

= 

id B.M. Fair 47 x x x x . 20* Normal at age 10 months 4 
re D.B. Good 44-52 x x x x x 15 24* Well at age 11 months % 

14 

1 : ; 

r P.B. Fairto 57 x x x 12 6* Well at 9 months. Development 
I~ poor equal to that of fraternal 
e twin 
. G. A. Good 40-48 x + 0 4 Spastic and jittery at 4 months. a 
, Convulsions with normal blood 

sugar 
; F.Z. Fair 44 x x x x 2 2 Died at 17 days of Pseudo- 
monas sepsis and toxoplas- 
mosis 

; R. F. Good 48-72 x x 0 18* Well at last follow-up at 5 

months 

R. T. Good 46 x x % * - 1 Severely retarded, spastic with 
myoclonic seizures. Institu- 
tionalized at 3 years 

B.D. Good 40 x x x - 24-18* Well at discharge 44 days old 


*Total reducing substance 
Adopted from J. Pediat. 55: 545, 1959 by permission of C. V. Mosby Co. 
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B. M., a white male, weighed 2,578 Gm. at 
birth, and was born 24 days prior to the esti- 
mated day of confinement. Mrs. M. was 20 years 
old and in good health, seriologic test for syphi- 
lis negative and Rh positive. She was hospital- 
ized at 34 weeks gestation because of a 34 pounds 
weight gain, high blood pressure (138/94), 
edema of hands, and 1 plus albuminuria. On a 
low salt diet and restricted activity, she lost six 
pounds in one week. Two days later, labor began 
spontaneously. Blood pressure remained around 
130/94 during labor, which was otherwise un- 
eventful, and lasted ten hours and 24 minutes 
with a second stage of 50 minutes. The baby 
was delivered with elective low forceps over a 
median episiotomy from occiputanterior position 
under nitrous oxide and oxygen anesthesia. A 
fourth degree laceration was repaired. The post- 
partum course was uneventful, and blood pres- 
sure on discharge was normal (104/70). 

Placenta weighed 380 Gr. and had an adherent 
clot over one-third of the maternal surface. 

The infant breathed. at birth, cried in 40 sec- 
onds, and was described as in fair condition. 
Slight pallor and cyanosis were noted. Physical 
examination at 45 minutes of age was unremark- 
able. At 12 hours of life routine glucose feedings 
were offered and taken well, as were subsequent 
evaporated milk feedings. 

At 47 hours of age the infant was found to be 
limp, flaccid, cyanotic, and without a Moro re- 
flex. While being examined, cyanosis gradually 
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Reprinted from, J. Pediat. 55: 
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545, 1959 by permission of ©. V. Mosby Co. 


diminished. A glucose water feeding was « 
tempted, but limpness and cyanosis increased, ai 4 
there was no sucking reflex. He was noted to | ¢ 
jaundiced. The liver was palpable 1 em. belo y 
the right costal margin, and the fontanel w: s 
tense. Bilateral subdural and ventricular tajs 
were negative. During a vena puncture jerkin + 
movements of all extremities were noted, ani 
chemistries on the specimen obtained reveale: 
the following: sugar 20 mg.% (TRS)*, blood 
urea nitrogen 25 mg. %, calcium 9.3 mg. % anid 
bilirubin 16 mg. %. Blood type was O Rh posi- 
tive and the Coombs test was negative. 

The infant during the next few hours im- 
proved in color and tone. At 55 hours of age, 
however, he again became cyanotic, jittery, and 
appeared moribund. Respirations were shallow, 
and 75 ec. of 10% glucose was given intraven- 
ously, 20 cc. rapidly, the remainder by contin- 
uous drip. Within a few minutes the baby lost 
all traces of cyanosis and became less jittery. A 
blood sugar at about 64 hours of age with 10% 
glucose running at 10 ce./hour was 20 mg. % 
(TRS). 

Parenteral glucose was continued until the 
fourth day. Six hours later the infant again be- 
came flaccid, cyanotic, and did not ery or suck. 
The Moro reflex was poor. The intravenous glu- 
cose was restarted, and in 20 minutes the baby 
improved clinically and began to take feedings. 


*Total reducing substance 


AGE IN HOURS AGE IN DAYS 
Birth 44 48 52 56 60 64 68 72$4 5$6 8 10 2 14 6¢ 32 


Figure 1. Clinical 
course in patient B.M. 
(Case 1). 


N __(N=Normal) 
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On the fifth day the infant was permanently 
weaned from the glucose infusion and was main- 
ivined without symptoms on frequent small feed- 
ings of evaporated milk with 10% added carbo- 
hydrate. On the sixth day, after a nine-hour fast, 
the blood sugar was 14 mg. %**. There were, 
however, no apparent clinical signs of hypogly- 
comia. Normal intravenous glucose tolerance test 
was obtained. Thereafter the infant did well on 
frequent feedings, with blood sugars two to three 
hours after feedings of about 60 mg. % (TRS). 
A fasting sugar on day 9 was 20 mg. %. 

On the seventh day of life the blood urea nitro- 
gen, phosphorus, bilirubin, and total and frac- 
tional proteins were all within normal limits. 
The infant fed well, gained weight, and became 
more alert. He appeared normal at 3 weeks of 
age and weighed 2,750 Gr. (200 Gr. over birth 
weight). His blood sugars ranged from 60 to 90 
mg. % (TRS) 4 hours after feedings, and he was 
discharged on an evaporated milk formula con- 
taining 10% added carbohydrate. 

Additional studies during his hospital stay 
revealed negative cultures of the blood, ventric- 
ular, and spinal fluids. X-rays of skull and 
chest were normal. Repeated urinalyses were un- 
remarkable with no glucosuria or acetonuria. 
Serum electrolytes were also normal. Subsequent 
fasting levels of sugar in blood at 214, 5 and 7 
months of age were 80, 92 and 74 mg. % respec- 
tively. He has grown and developed normally 
during this time. 


TABLE 3. DIFFERENTIAL DIAGNOSIS IN NEONATE WITH: 
ROLLING Up, FLUSHING, PALLOR, SWEATING, 
“Wittinc” SpELLs, TwitcHInc, Convuisions, Cya- 
Nosis, LimpNess, APNEA, ABSENT Moro, Coma. 


1. Central nervous system 
Birth injury, subdural hematoma 
Congenital defect 
Infection 
Sepsis 
Kernicterus 
Heart disease 
Congenital 
Auricular fibrillation 
5. Metabolic aberration 
Pyridoxine deficiency or dependancy 
Uremia 
Hypocalcemia 
Hypoglycemia 


**True sugar 
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Therefore, this infant presented with failure 
to suck, twitching, cyanosis, apnea, limpness, ab- 
sent Moro reflex, and convulsions at 47 hours of 
age. The differential diagnosis considered in such 
a neonate is outlined in Table 3. Because of a 
bulging fontanel, subdural and intraventricular 
taps were done, since birth injury with a sub- 
dural hematoma, a congenital cerebral defect, 
or meningitis could be responsible for these 
symptoms. Sepsis, kernicterus (bilirubin was 
16.0 mg. % at 48 hours of life), or heart disease 
can produce a similar clinical course. 

The metabolic aberrations which have been re- 
sponsible for symptoms in the neonate include 
pyridoxine deficiency** or dependency*’, uremia 
due to congenital anomalies of the kidneys or 
obstruction to urinary outflow, hypocalcemia**® or 
hypoglycemia’*.°, That the infants described had 
hypoglycemia is apparent from the low levels of 
sugar in blood and spinal fluid, and, even more 
important, almost immediate alleviation of 
symptoms with parenteral glucose and need for 
continued extra glucose to prevent recurrence. 


Etiologic factors 

Although symptomatic hypoglycemia is un- 
common in the newborn period, a number of in- 
fants have been described with this condition due 
to a variety of etiologic factors?:1%1%?7-?5, A clas- 
sification of hypoglycemia for all age groups as 
modified from Conn and Seltzer®® is outlined in 
Table 4. Many of the organic as well as function- 
al causes of hypoglycemia have been described in 
the neonate. There is a report of one patient with 
manifest hypoglycemia during the newborn peri- 
od, in which an islet cell adenoma was discovered 
at autopsv’®. Hyperplasia of islet cells has been 
incriminated as a cause of hypoglycemia in new- 
borns of both diabetic and nondiabetic mothers”. 
Glycogen storage disease can be a cause of con- 
vulsions secondary to hypoglycemia as early as 
the third day of life**, and galactosemia can pro- 
duce symptoms shortly after birth. Adrenal hem- 
orrhage as well as lesions of the central nervous 
system has been associated with shock-like 
symptoms and hypoglycemia in the neonate*’. Of 
McQuarrie’s 25 cases of idiopathic spontaneous 
hypoglycemia in infants and children 2 became 
clinically apparent on the first day of life and 
another during the first week'’. Although in 
many instances it is possible to determine the 
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TABLE 4. Ertotocic CLASSIFICATION OF SPONTANEOUS 
HYPOGLYCEMIA MOopIFIED FROM CONN AND SELTZER. 


I. Organic 
A. Hyperinsulinism 
Islet cell adenoma 
Hyperplasia of islet cells 
Absence of a cells 
B. Hepatic Disease 
Fatty degeneration 
Cirrhosis — congenital or acquired viral 
Acute Hepatitis toxic 
Glycogen storage disease 
Galactosemia, congenital 
Il. C. Adrenal Dysfunction 
Cortical : 
Idiopathic cortical atrophy 
Hemorrhage 
Sepsis 
Congenital adrenal hyperplasia 
Neoplasms 
Medullary : Lack of epinephrine response” 
D. Anterior Pituitary Hypofunction 
Pituitary dwarf 
Cretin 
E. Central Nervous System Lesions 
Cerebral hemorrhage 
Congenital malformations 
Tumors — hypothalamus or brain stem 
Ill. F. Functional 
Hyperinsulinism — functional 
Alimentary — infancy 
Staub-Traugott Phenomenon 
Renal glycosuria 
Galactosemia — acquired 
Idiopathic spontaneous hypoglycemia of in- 
fancy 
1. Familial 
2. Protein sensitive 
Faulty “Physiologic Regulation” in newborn 
1. Normal mother 
2. Diabetic mother 
3. Toxemic mother”™ 


underlying cause of the hypoglycemia, the 
etiology in the group of infants of toxemic moth- 
ers is not apparent. Of interest, however, is 
that these infants were premature by weight and 
that the mothers did have pre-eclampsia. 
Hypoglycemia occurring during the first days 
of life is greater in premature than in full term 
infants, especially under stress’. Many premature 
babies are unable to maintain normal levels of 
blood sugar, which may be another aspect of liver 
immaturity similar to their inability to conjugate 
bilirubin®*. In addition, all of the mothers 
showed some manifestations of pre-eclampsia. 
Although it is known that infants born to 
mothers with toxemia of pregnancy have a high- 
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er mortality rate during the first week of life®. 
the cause of this increased morbidity and mortal. 
ity is for the most part unknown. In addition t 
having hypoglycemia, these infants are frequent 
ly edematous, feed poorly, and gain weight slow- 
ly**, Cyanotie attacks have also been described*", 
Follow-up studies of children of toxemic moth. 
ers** indicate an increased incidence of reading 
disability, cerebral palsy, and behavior disorders. 
The extent to which hypoglycemia contributes to 
iater problems in these children requires further 
investigation. 

Finally it is implied by some observers that, 
since during the neonatal period many newborn 
infants are unaffected, low levels of sugar in 
blood have no clinical significance. However, it 
has been demonstrated that hypoglycemia can be 
responsible for apnea, cyanosis, limpness, absent 
Moro reflex, twitching, listlessness, and convul- 
sions, and therefore must be considered in a dif- 
ferential diagnosis of any infant presenting these 
signs in the first week of life. Furthermore, hypo- 
glycemia may be responsible for later sequellae 
in the asymptomatie infant. 


Summary 


1. Newborn infants may have lower blood 
sugars than do older children and adults. The 
differential diagnosis in the newborn with flush- 
ing, pallor, eves rolling up, sweating, twitching, 
cyanosis, and convulsions has been presented. 

2. Symptomatic hypoglycemia occuring in in- 
fants of mothers with toxemia of pregnancy has 
been described. 

3. The etiologic factors producing hypoglyce- 
mia in the neonate have been discussed. 
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Congestive heart failure 


Until recently, seemingly separate clinical en- 
tities were explained by the hemodynamic con- 
cepts of “forward” and “backward” heart failure. 
Forward hear failure was considered a clinical 
state which resulted from a marked reduction in 
left ventricular output. Its principal manifesta- 
tions were attributed to decreased perfusion of 
vital tissues manifested by low arterial pressure, 
fatigue, and weakness. In the case of the kidney, 
reduced blood flow presumably led to inadequate 
excretion of sodium and water with resultant 
fluid retention and edema formation. Backward 
failure referred to passive engorgement of the 
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venous system caused by the heart’s inability to 
accept and promptly expel all of the venous 
blood that was returned to it. Damming up of 
blood proximal to the failing left ventricle in- 
creased hydrostatic pressure in the pulmonary 
veins and was a major factor in the production 
of pulmonary edema. Decompensation of the 
right ventricle resulted in elevation of pressure 
in the right atrium and in great veins. Engorge- 
ment of veins in the subcutaneous tissues and in 
viscera led to augmentation of serous effusions 
and edema. Max Harry Weil, M.D., and Her- 
bert Shubin, M.D. Current Concepts on the Man- 
agement of Congestive Heart Failure. Diseases 
of the Chest. August 1960. 
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Moperator: Robert J. Freeark, M.D. 
Director of Surgical Education 
Cook County Hospital 


DiscussaNnT: Paul H. Holinger, M.D. 

Professor Bronchoesophagology, 
University of Illinois College of 
Medicine; Attending Surgeon, 
Presbyterian-St. Luke's Hospital, 
Research and Education Hospital, 
and Children’s Memorial Hos- 
pital 


Dr. Ropert FreeEaRK: Often neglected in dis- 
cussions relating to multiple injury is the prob- 
lem of laryngeal trauma. Although damage to 
the voice box and upper trachea is infrequent, 
the demands upon the knowledge and skill of the 
responsible physician may be quite exacting. 
While the importance of an adequate airway to 
the severely injured patient is a matter of com- 
mon knowledge to most doctors, other considera- 
tions such as preservation of the voice and main- 
tenance of this airway after the initial injury 
are often overlooked. 

Dr. Paul H. Holinger is a surgeon of inter- 
national reknown in virtually all aspects of dis- 
orders of the upper air and food passages. His 
achievements and honors are far too numerous 
to recite and are undoubtedly well known to 
most of you. The subject of laryngeal trauma is 
one in which he has studied and written exten- 
sively and he brings to us years of experience in 
the management of this problem to which he has 
contributed so much. We have asked him to dis- 
cuss two cases that are somewhat typical of 
trauma to the larynx as encountered in a large 
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charity hospital. I hope that he will take the op- 
portunity to stray from the penetrating injuries 
exemplified by these patients to the more com- 
mon type of blunt injury often seen in high 
speed automobile accidents. 

As if the presence of our distinguished gues! 
were not enough, we are further honored by the 
presence of an eminent otolaryngologist from 
England who is visiting with Dr. Holinger and 
has been kind enough to accompany him to our 
conference today. Mr. Philip Reading is head of 
the Ear, Nose, and Throat Section of Guy’s Hos- 
pital in London. We hope he will feel free to 
join in the discussion. 

We will begin by presentation of the cases. 


Case 1 


Dr. CHARLES Jackson (Surgical Resident) : 
This 30 year old white male entered Cook Coun- 
ty Hospital on September 13, 1958, with a his- 
tory of stab wound of the neck by unknown as- 
sailant two hours prior to admission. The patient 
had some difficulty with speech but stated that 
since the injury, he had noticed moderate res- 
piratory distress and had coughed up a number 
of blood clots. 

On physical examination the patient appeared 
to be in acute distress but vital signs were stable. 
There was a 34 inch longitudinal laceration of 
the neck at the level of the cricoid just to the 
right of the midline. There was moderate bleed- 
ing from this wound, and subcutaneous emphy- 
sema was readily palpable in the soft tissues of 
the neck. The remainder of the physical exam- 
ination was not remarkable, and the patient was 
taken to surgery shortly after admission. 

Exporation of the laceration under local anes- 
thesia revealed a longitudinal incision through 
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ihe cricoid cartilage and first tracheal ring such 
ihat by gently retracting the cut edges, direct 
visualization of the entire subglottic larynx was 
possible. 

Dr. Freeark: Before proceeding further, I 
should point out that x-rays of the neck were 
intentionally omitted rather than risk further 
aggravation of his respiratory distress. Perhaps 
Dr. Holinger will advise us as to the proper 
management of this wound as it was encountered 
by the operating surgeon. 

Dr. Paci H. Houincer: In the problem of 
stab wound of the neck, it is not uncommon for 
a wound as deep as this to avoid a great ves- 
sel. Apparently they were not involved here. 
If the incision in this case involves the cricoid 
cartilage, we have a different problem than if 
we had severance of the membranous trachea 
only. The cricoid is the only portion of the air- 
way which is a complete cartilaginous ring; so 
it is an extremely important structure in the 
maintenance of the air passage. Did this incision 
actually sever the cartilage or did it merely cut 
the membrane between the cartilage and the first 
tracheal ring ? 

Dr. Jackson: It severed the entire cricoid 
cartilage and the first tracheal ring. It did not 
cut the membrane between the thyroid cartilage 
and the cricoid. 

Dr. Hontrncer: Then the problem is more 
difficult because we must assure restoration of 
the ring of the cricoid cartilage. If respiratory 
distress is severe or hemorrhage into the trachea 
has occurred, the first thing to do is a tracheos- 
tomy, getting away from the original incision 
and placing the tracheostomy low in the neck 
at the level of the third tracheal ring. Then the 
cricoid cartilage may be repaired as well as pos- 
sible. It may be necessary to support the repair 
of this cartilaginous ring injury. The logical 
procedure is to splint the part, but external 
splinting of the cricoid cartilage. is not easy. It 
can be splinted internally, however. The pro- 
cedure involves placing a polyethylene tube in- 
side the cartilage just beneath the vocal cords 
and above the tracheostomy tube and leaving this 
internal splint in place for several months until 
healing is assured. The patient must be kept 
under observation during this period. If accurate 
approximation can be obtained by merely sutur- 
ing the torn cartilage, then one could get along 
without splinting, but in a man who was at- 
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tacked as this man was and who, no doubt, lives 
a rather vigorous life, the chance that a second 
injury will result in a collapse or mal union of 
your repair is a distinct possibility. Should this 
occur, the airway becomes greatly reduced. If one 
chooses to use an internal splint in such a pa- 
tient, it should fit comfortably in the tracheal 
lumen and both ends must be sealed. If the ends 
are open, the patient will aspirate almost every- 
thing he tries to swallow. 

When one encounters a patient with a laryn- 
geal or neck injury, if time and the condition 
of the patient permit, it is wise to look at the 
larynx with a mirror and see how much motility 
there is to the vocal cords. It is important to 
know of the possibility of paralysis of one cord 
in association with this trauma. Probably there 
was none in this case in view of the site of the 
laceration which I take it was far anteriorly. If 
it is lateral, there might be paralysis. 

Another thing to do is obtain a lateral x-ray 
film of the neck taken for soft tissue structures. 
This gives a good view of the tracheal airway as 
shown by the radiolucent air column. Narrowing 
or deformity of this air column will identify the 
extent of collapse of structures like the cricoid 
cartilage, and should there be swelling and hema- 
toma within the tracheal mucosa, one is alerted 
to its severity and location. External examination 
may prove misleading. So in any injury such as 
this, we may determine if the cartilage is in- 
volved, and with a mirror, whether there has 
been injury to the recurrent nerve. If the airway 
is compromised, tracheostomy should be per- 
formed. Following this, injured structures 
should be repaired anatomically and provision 
made for maintenance of this repair by insert- 
ing an internal splint. 

I wonder if Mr. Reading would care to com- 
ment on this case. 

Mr. Puitie Reapinc, London England: 
Judging from the nature of the injury in this 
man, I should assume that he was stabbed from 
the front and I would suggest that one should 
do something about investigating the posterior 
laryngeal and tracheal wall for the possibility 
of esophageal injury. 

Dr. Jackson: We did what Mr. Reading sug- 
gested. After anesthetizing the patient’s larynx 
with a topical anesthetic, we looked at the pos- 
terior laryngeal wall because we thought there 
might be a through-and-through laceration into 
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the esophagus. ‘There was no evidence of such. 
Then we tried to look at the cords from below. 
They looked normal and appeared to be moving 
well. We did not laryngoscope the patient. Fol- 
lowing a thorough inspection of the larynx and 
adjacent structures, the cricoid and first tracheal 
rings were repaired using interrupted catgut 
sutures on an atraumatic needle. The reduction 
seemed stable and we did not perform a tracheos- 
tomy or insert an internal splint. After approxi- 
mating strap muscles over the repair and insert- 
ing a small soft rubber drain, we closed the 
wound. The patient had an uneventful postop- 
erative course and has continued to do well. 

Dr. FreEARK: I might add that he has con- 
tinued to do well only in so far as his larynx and 
airway are concerned. Our inability to present 
him to you at this time — some three months 
after the initial injury — is due to the fact that 
he is in the hospital recovery ward. His injury 
this time was a stab wound of the abdomen in- 
curred last night at the hands of an unknown 
assailant. No doubt he was out looking for his 
first attacker. 

Dr. Jackson: Dr. Holinger, do you recom- 
mend tracheostomy for all laryngeal injuries or 
principally those in which the cricoid ring has 
been severed ? 

Dr. Hoxincer: The injury to the cricoid ring 
is an important deciding point. The degree of 
tracheal damage is another factor. I believe both 
Mr. Reading and I would sleep better with a 
tracheotomy tube in place after such a repair 
rather than be concerned that a postoperative 
hematoma might increase respiratory obstruc- 
tion. 

Dr. Freeark: Dr. Jackson has had an unu- 
sual experience for a general surgeon with three 
such wounds. I believe he did a tracheostomy in 
the first one but in the other two elected to omit 
it and merely repaired the injury. All came out 
with excellent results. 


Case 2 


Ds. JoHN Boswick (surgical resident) : 
This 50 year old white female entered Cook 
County Hospital in shock with self-inflicted 
wounds of the neck and wrists of twelve hours’ 
duration. Her past history revealed a recent 
mental depression and a prior course of electric 
shock therapy for “mental disorder.” A relative 
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accompanying the patient stated that she was 
found on the kitchen floor in a pool of blood 
with the gas jet open, two empty medicine bot- 
tles by her side, and multiple lacerations of the 
wrists and neck, Emergency treatment adminis- 
tered elsewhere consisted of the application ot 
sterile dressings and the insertion of a tracheos- 
tomy tube through an existing laceration in the 
cricothyroid membrane, 

On admission to this hospital the patient pre- 
sented a picture of circulatory collapse with 
blood pressure 50/38 mm. Hg and pulse rate 
110 per minute, The bilateral wrist lacerations 
were multiple but superficial and without evi- 
dence of nerve or tendon loss. The neck lacera- 
tion extended from the posterior aspect of one 
sternocleidomastoid muscle to the other and had 
severed all the pretracheal muscles. Hemorrhage 
had ceased, and the wound appeared contamin- 
ated with pharyngeal and tracheal mucus. In 
addition to the laceration through the circothy- 
roid membrane, there was a second and smaller 
incision at the base of the epiglottis through 
which swallowed methylene blue dye was rapidly 
expelled. 

Intravenous fluids, including 2000 ce. of whole 
blood, were infused, but the patient was not con- 
sidered a suitable candidate for anesthesia until 
24 hours had elapsed. At this time the wound 
showed early purulent exudate formation. 

Dr. FREEARK: I remember this patient as one 
who had been most persistent in her attempts 
at suicide. The wound had been inflicted in 
multiple swipes so that various sections of skin 
of the neck were involved. I do not know whether 
she lacerated through the cricothyroid membrane 
in addition to the base of the epiglottis or 
whether that was done at the other hospital, but 
she had the standard “high” tracheostomy 
wound. There was considerable delay in primary 
treatment, and after 24 hours the wound was 
grossly infected and contaminated. She had a 
laryngeal injury, perhaps of her own doing, 
perhaps on the basis of the emergency insertion 
of a tube. No major vessels were involved other 
than the external jugular vein. 

Dr. HoLincer: Here again there are a num- 
ber of factors involved. Certainly the presence of 
a tracheostomy tube as high as this will cause 
trouble; so, as soon as possible, the first step 
would be to do a low tracheostomy to remove the 
tube from the vicinity of the cricoid cartilage. 
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and replace it lower in the trachea. In the past, 
performance of a tracheostomy through the crico- 
ihyroid membrane was very common. ‘This point 
in the airway is the closest to the skin surface 
and the easiest point to do a tracheostomy with 
little equipment. If one simply puts a knife 
ihrough the membrane and twists it sideways 
one can spread the cartilages and allow for im- 
inediate and rapid. opening of the airway below 
the glottis. In laryngeal obstruction it is the 
simplest way to get in, but it is dangerous be- 
cause a tube in this area causes destruction of 
the cricoid cartilage and often leads to the 
development of chronic laryngeal stenosis. So 
when the patient’s condition permits, after 
blood replacement and shock have been managed, 
the first thing would be to do a low tracheos- 
tomy. The second is debridement and cleaning 
of the wounds and resuturing of the involved 
structure. Her upper incision at the epiglottis is 
probably responsible for the loss of fluids and 
saliva into the wound rather than the one at the 
cricothyroid level, but again it is important to 
know whether the esophagus is involved at any 
level, Ordinarily an incision that goes through 
the ericothyroid membrane will not involve the 
esophagus, and it is not impossible that both the 
sternocleidomastoid muscles may be severed. 
Strangely enough, in self-inflicted blade and 
knife wounds, the great vessels are very often 
spared. 

With antibiotic coverage I would make an at- 
tempt to close the laryngeal and pharyngeal 
wounds, but such a repair requires adequate 
drainage. Because of the gross contamination, 
one may find that it is necessary to establish 
pharyngostomy which can be closed later by skin 
grafts. I think, even with the 24 hour delay, it 
may be possible to get a reasonable approxima- 
tion of tissues which will ultimately close. I 
think the subsequent management of the laryn- 
geal injury would depend on the degree of 
paralysis and deformity. If nerve and cord dam- 
age has occurred on only one side, it would prob- 
ably not have to have any therapy, but bilateral 
cord paralysis would have to be operated upon. 
Again the possibility of cricoid stenosis here is 
relatively slight because the cricoid cartilage it- 
self does not seem to be cut. A plastic procedure 
may be necessary later. If there is great destruc- 
tion of the mucous membrane, it may be neces- 
sary to insert a mold or stent such as we talked 
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about in the first case. If the esophagus is in- 
volved, this has to be managed by an attempt at 
approximating the lacerated edges as accurately 
as possible; but drainage has to be adequate. 

Dr. Freeark: This lady had extensive de- 
bridement of the neck incision. The pharynx 
was closed, as was the wound in the cricthyroid 
membrane, with interrupted sutures. She de- 
veloped a small pharyngeal fistula which closed 
spontaneously three weeks after surgery. She has 
undergone a number of plastic procedures, 
largely for the multiple scars, involving the 
area. The larynx turned out to be quite service- 
able. Her voice is not entirely normal but the 
airway is clear. This entire episode apparently 
served as shock treatment because her depressed 
state has been continually improving. 

Mr. ReapinG: There is an American author 
who wrote a short story about a man who, in a 
fit of deep depression, cut his throat. The resi- 
dent worked hard and got friendly with the man 
and he recovered. On discharge the resident 
jokingly said to him, “Listen, when you cut 
your throat, don’t throw your head back be- 
cause you then throw your great vessels right 
back and you just cut your larynx. Keep your 
head forward.” The man was readmitted that 
night, dead, having faithfully followed his ad- 
vice. 

Dr. Freeark: All of which lends support to 
the widely held opinion in this country — that 
residents talk too much, 

Dr. Horincer: Patients who have attempted 
to commit suicide once will invariably try it 
again. While this patient seemed reasonably well, 
she requires constant observation because she is 
likely to be planning some other procedure and 
will go right ahead and try suicide again. 


Dr. Freeark: Dr. Holinger, would you carry 
this discussion further and tell us something 
about the indirect or blunt type of trauma to 
the larynx ? 

Dr. Horincer: Injury to the larynx is very 
often seen in connection with auto accidents or 
the rapid transportation type of accident. Or- 
dinarily the larynx is protected by the chin and 
chest. Injury coming from the front generally 
fractures the jaw or chest cage and the larynx 
is fairly well protected. However, in auto- 
mobile or airplane accidents, or in streetcar ac- 
cidents, injury occurs te the larynx because the 
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head is thrown back, the entire body is thrown 
forward and the larynx strikes the dashboard 
as the head goes through the windshield. This 
occurs most commonly to the front seat passen- 
ger and usually when the person does not have 
his seat belt fastened. It occurs in streetcars 
when the seat has a handle over the back; the 
person is thrown forward and his head strikes 
this handle on the seat in front of him. It occurs 
on the golf course when a golf ball hits the 
front of the neck, or in the ball park when the 
baseball bat comes around and hits the neck of 
someone standing near the batter, or in industry 
when an individual carrying a heavy object 
stumbles and falls, striking his neck on the ob- 
ject as his head goes back. It occurs from wires 
strung across a road. It can occur intentionally 
or entirely by accident. A child riding a bicycle 
or motor scooter can run into a wire across a 
street or lawn and can sever the larynx and 
trachea. Gunshot wounds of the neck may in- 
volve the larynx, trachea, and esophagus and are 
very destructive injuries. 

Injury from within the larynx can occur by 
aspiration of hot gasses in a blast injury or 
while working in chemicals where the person in- 
hales the fumes. Injury can occur from rough 
or prolonged endotracheal intubation, or from a 
naso-gastric tube that remains in contact with 
the posterior surface of the ericoid plate for a 
prolonged period. 


What are the complications? There are two 
— respiratory obstruction and changes in the 
character of the voice. Both of these may be 
severe and may change the patient’s entire life. 
Because of the very constant need of the voice 
and the manner in which it is used, it is an im- 
portant personality asset. Changes in the voice 
are quite debilitating to the patient, not only 
physically but psychologically as well. 

Injury may occur from edema, hematoma, 
paralysis of the vocal cords, or fracture of the 
cartilages themselves. The cartilages are very 
strong and heavy, but when they are fractured 
they collapse and the entire airway is changed 
and may actually be lost. 

Suppose a multipe injury case comes in re- 
sulting from an automobile accident. The 
patient has been thrown forward. He has frac- 
tures of the jaw, chest, leg, and face. He may 
have a fracture of the larynx as well, but the 
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other fractures take precedence. Tracheostom, 
is done, and when he is out of shock the othe 
fractures are taken care of, but frequently the 
laryngeal fracture is forgotten. We shoul 
remember that fracture of the larynx is just a- 
important to handle early as is the fracture oi 
any other part of the body. There should be ap 
proximation of the parts in as anatomical a 
position as possible with splinting in a funetion- 
al position. The larynx is a respiratory organ so 
we want to give the patient an airway which 
will be reasonably good and, if possible, will en- 
able him to speak with the muscles of his larynx. 
So splint the larynx as soon as the patient's 
condition will permit. Everyone knows what to 
do about the patient who has a smashed nose: 
the structures of the nose are restored to good 
alignment and kept in position with splints. We 
have to do the same with the larynx when the 
crushing injury already has necessitated a 
tracheostomy. Expose the larynx under general 
anesthesia, through the mouth if possible, and 
insert a polyethylene tube or some other form of 
splint that can be fixed to the tracheostomy tube. 
let it remain in place as long as necessary to 
maintain that airway. If the jaw is fractured 
and this cannot be done through the mouth, it 
can be done from below. The larynx can be open- 
ed, parts put in alignment, a splint put inside 
and the larynx closed. Unfortunately, what 
often happens is that the other fractures are 
taken care of and when the patient is ready to 
leave the hospital, somebody says, “What will we 
do about the tracheostomy tube?” and it is 
taken out. The patient cannot breathe because 
the larynx has healed in a closed position, and 
it will require months to correct it. It will take 
nine months to a year, and this could have been 
avoided if the original injury has been treated 
as any other injury. 


What if there is paralysis of a cord associated 
with the cut-throat injury? This produces an 
interesting sequence of events. In the first place, 
unilateral recurrent laryngeal nerve injury re- 
sults in one cord being flaccid and the other 
moving so there is vibration of one cord against 
a flaccid cord. It is so flaccid that phonation may 
be a very soft whisper. If both cords are para- 
lyzed, they are paralyzed in a phonating position 
so that the patient’s voice is better than with 
unilateral paralysis. This is something we have 
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io stress constantly because on occasion after 
thyroidectomy the patient can phonate and talk 
perfectly well, but he is having difficulty on in- 
spiration because both recurrent laryngeal nerves 
have been cut, The character of phonation does 
not give a clue as to the degree of laryngeal 
nerve damage. It is necessary to look at the 
cords with a mirror and see each cord move on 
phonation and inspiration. 


Now I would like to show some of my own 
slides. The first slide shows complete stenosis of 
the larynx (Fig. 1) following trauma to the 
internal larynx where cautery was used in get- 
ting rid of papilloma. Cautery should not be 
used in the larynx because it results in such 
scar formation. Here the scar tissue has pulled 
the cords together. X-ray shows complete 
stenosis in the laryngeal airway. The same prob- 
lem occurs in all injuries to the larynx. Sear 
tissue contractures close the airway, and remov- 
al of all this scar with insertion of skin grafts 
is required later. Here a polyethylene tube will 
have to be inserted to keep the airway patent. 
In an automobile accident injury to the lar- 
ynx, a tracheostomy may have to be done. There 
may be tremendous emphysema around the lar- 


Figure 1. Complete stenosis of the larynx follow- 
ing cautery. Scar tissue has pulled cords together. 
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Figure 2. Types of molds used in repairing larynx. 


ynx and up and down the pretracheal fascia from 
the base of the skull and to the bifurcation of 
the trachea. This destruction of the larynx re- 
quires tracheostomy first and later insertion of 
some type of mold or stent. These are the various 
types of molds that can be used (Fig. 2). Al- 
most any type of polyethylene tubing can be 
used, cut to length with the ends sealed in a 
flame and a heavy suture passed through it and 
tied to the tracheostomy tube to anchor it. 

In figure 3 we see the mold in place after em- 


Figure 3. Mold in place, anchored by suture to the 
tracheostomy tube after automobile accident injury. 
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Figure 6. X-ray following opening of larynx and 
insertion of skin grafts. 
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Figure 5. Same larynx showing stenosis and pin- 
point opening in the residual airway. 


physema has subsided. It should remain in 
place for two or three months. It can be re- 
moved at times to be cleaned and to see how the 
patient is progressing. After the larynx has 
healed, the patient will have a reasonably good 
airway. There will be some loss of structure and 
the ordinary outline of the vocal cord will be 
completely lost; vet he is able to phonate. He 
will have a deep but acceptable voice and a 
good, serviceable airway. 

This is an x-ray of a fracture of the larynx 
which had not been treated (Fig. 4). There was 
marked anteroposterior collapse of the larynx. 
The arvtenoids are pushed way up and the en- 
tire larynx is foreshortened. This is a picture of 
the same larynx after the epiglottis has been 
lifted to show the stenosis (Fig. 5). There is 
just a pinpoint opening as a residual airway. 
All the scar had to be removed. 

This x-ray was made following an opening of 
the larynx and insertion of skin grafts (Fig. 6). 
This is a mirror picture of the larynx with the 
stent in place (Fig. 7A). It shows the skin 
sutured around it. The foam rubber stent will be 
removed and the polyethylene tube put in its 
place. This is a later picture showing beginning 
epithelialization in the trachea (Fig. 7B), and 
figure 7C is a direct laryngoscopie view about 
four months after the graft was inserted. It 
shows the skin taking hold very well and yet if 
we remove the polyethylene tube at this time, 


Illinois Medical Journal 


Figure 4. Anteroposterior collapse of the larynx. 


Figure 7. Progress of laryngeal repair: A—Larynx 
with stent in place. B—Beginning epitheliazation of 


it will stenose again: so it is necessary to leave 
the mold in_ place. Nine months later 
one sees the skin surrounding the interior of the 
larynx and the patient has a good result. (Fig. 
TD). 


™ summary there are certain points about 
laryngeal fractures that must be re-emphasized. 
Manage this fracture as one would any other 
fracture. Don’t forget it. Handle it just as well 
and just as early, and a good result will be ob- 


tained which will avoid a lot of work and dis- 
comfort to the patient later. 
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the trachea. C—View four months after grafting. 
D—Larynx after nine months shows good result. 


Mr. Reapina: This is not a common problem 
in England and I have nothing to add. 


Dr. Freeark: Dr. Holinger, you and others 
have emphasized the importance of indwelling 
nasopharyngeal tubes such as the Levine or 
Miller-Abbott as a factor in injury to the 
pharynx and larynx. As I recall, these tubes 
ulcerate the mucosa by pressure, and the replace- 
ment of this necrotic area by scar tissue may 
prove disastrous to voice and airway. Are you 
certain that the polvethvlene tubing you use as 
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a splint is not contributing to some of this 
scarring? It is entirely innocuous? 

Dr. Hovincer: The Levine tube causes dam- 
age because of pressure necrosis, infection, and 
collapse of the cricoid cartilages. The question 
is a very logical one, because we leave polyeth- 
ylene tubes in the larynx for weeks and months 
as splints without apparent difficulty. But they 
are supporting the larynx from within. We know 
that ulcers will occur on the posterior part of 
the cricoid cartilage when the feeding tube gets 
in the midline and is squeezed. If you get it 
over to the side, there is less opportunity for 
this ulceration to occur. It is wise to get the feed- 
ing tube out or move it over to one side if it 
causes pain, preferably get it out. 


Dr. Freesrk: Apparently polyethylene is less 
irritating than rubber? 

Dr. Howincer: It is, however, more rigid, 
and can cause ulceration. 

Dr. Htnxamup: Is there a high percentage of 
takes in these skin grafts applied to the internal 
larynx? 

Dr. Horiscer: So far they have all taken, 
at least in part. We have not had to repeat any. 
You must realize that the cartilage may be so 
deformed that when the larynx is opened, one 
may not find the cords at all. Once you get into 
the lumen you have to take out large pieces of 
cartilage which are deformed and destroyed. 
You cannot just open up the lumen and put in 
skin grafts. A lumen has to be established and 
then the foam rubber mold is cut according to 
size, and it is tested and tried before the skin is 
sewed around it. But the destroyed cartilage has 
to be removed to established a lumen first. 

Dr. RAFFENSPERGER: What do you recom- 
mend for people in areas where there are no 
specialists skilled in the endoscopic reduction of 
these fractures and injuries? 

Dr. Hovincer: Reduction over an_ intra- 
tracheal tube would be fine. If the fracture is in 
the trachea itself, one can put the tube entirely 
below the cords, but if it involves the cricoid, 
then the tube has to be placed higher, measuring 
ahead of time what length is needed. The x-ray 
will give an index as to position and length of 
splint necessary. The trachea is pretty big and 
can stand a good sized tube, but it does not have 
to be as big as normal to give the patient all the 
air he needs. 
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QueEstion: Do you ever have trouble removing 
the tube after nine or ten months? Does the 
stoma in the trachea close promptly ? 

Dr. Hotrncer: Ordinarily a little plastic 
procedure is required to close the tracheostomy. 
Perhaps you are referring to the fact that some- 
times after removal of a tube the patient be- 
comes cyanotic with respiratory distress. There 
are many reasons for that. There may be a 
granuloma around the internal aspect of the 
stoma that has to be removed, or there is a resid- 
ual stenosis of the larynx. Under those cir- 
cumstances, an x-ray of the neck would help. 
Sometimes the tracheostomy tube causes granula- 
tion tissue farther down and makes trouble. 
Stenosis at the point of tracheostomy can occur. 
Lastly, a child with a tracheostomy for a long 
time is difficult to extubate because he is so used 
to the tube he will not breathe through his 
mouth. 

Dr. EvGENE Broccoto: What about lacera- 
tion of the cricoid or thyroid cartilage alone? 

Dr. Such laceration could 
simply be sutured, as was done in this first 
patient who was well sutured and did not need a 
tracheostomy. That was good approximation. 
However, I think both Mr. Reading and T would 
have rested more easily if tracheostomy had been 
put in. 

Dr. FrREEARK: In previous conferences we 
have covered various aspects of the multiple in- 
jury patient. This excellent demonstration and 
discussion today has served to heighten our 
understanding of another very small but ex- 
tremely critical area. Dr. Holinger, we greatly 
appreciate your coming here today and hope that 
you and Mr. Reading will visit us again soon. 


Points to be remembered 


1. Injuries to the larynx may result in rapidly 
fatal respiratory obstruction. They may exist 
alone, as part of a multiple injury accident, 
or in association with anesthetic or endo- 
scopic manipulation, lve ingestion, or feeding- 
tube accidents. 

2. Manifestations of laryngeal trauma are dis- 
turbances of the voice, respiratory stridor, 
supra and infrasternal retractions, and symp- 
toms of anoxia. Depending upon the injury, 
hony or gaseous crepitation may be palpable. 

3. When patient’s condition permits, a lateral 
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x-ray of the neck and mirror examination 
of the larynx are extremely valuable for pur- 
poses of records and prognosis. Attempts to 
view the larynx in patients with impending 
respiratory obstruction may be hazardous. In 
patients with respiratory distress localized by 
the presence of retractions, stridor, and dys- 
phonia a tracheostomy must often precede 
diagnostic study. 


4. It is extremely important that tracheostomy 


be placed low, as far from the injured 
larynx as possible, in order to avoid Joss of 
the cricoid ring through infection or 
further trauma. 

5. Complete voice rest and steam inhalations 


are valuable adjuncts to the management of 
any laryngeal injury. 

Prompt reduction of laryngeal fractures 
should be carried out when patient’s condi- 
tion permits. This may require internal ma- 
nipulations, use of an intralaryngeal splint or 
open reduction through anterior neck incision. 
The late result of failure to accurately reduce 
dislocated and fractured laryngeal cartilages 
is chronic laryngeal stenosis. The distressing 
degree of disability and prolonged rehabilita- 
tion required to correct it are largely prevent- 
able by prompt initial treatment and care- 
ful follow-up examinations of the injured 
larynx. 


Age and prostatectomy 
The most dangerous form of retention from 


the urologist’s point of view is that which occurs 
in a man who is already ill in bed with some 
medical complaint such as pneumonia, bronchi- 
tis, cardiac failure, ete., because once retention 
has occurred, prostatectomy is generally neces- 
sary eventually. This raises the question: 
prostatectomy, early or late? When should 
one decide that a with  moder- 
ate prostatic symptoms should have an operation ? 
Ironically enough there is little doubt that the 
fitter a man is the longer he can afford to delay. 
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It is the poor risk patient who should have an 
early operation before he becomes any worse. 
Unfortunately this is the type of patient who is 
deferred, just because he is unfit. Great age in 
itself is no bar to successful prostatectomy, and 
while urologists are proud of their 90-year old 
satients, it is frequently forgotten that in order 
to live to 90 a man has to be tough, and many of 
these very old men stand operations very well 
indeed; infinitely better than a younger man 
who is medically unfit. Howard G. Hanley. Dis- 
cussion on Prostatectomy—Early or Late? Proc. 
Roy. Soc. Med. July 1960. 
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Donald L. Paulson, M.D.* Dallas, Texas 


+ jews TERM early detection as used for any 

cancer is misleading because it infers detec- 
tion in a localized phase and implies a temporal 
relationship between early diagnosis and good 
results of treatment. Although present methods 
of diagnosis are not adequate for all cases, early 
radical excision of the cancer and its regional 
lymph-bearing area is considered potentially cur- 
ative. 

Poor results, due to dissemination, are ex- 
plained on the basis that these patients arrived 
for treatment too late to obtain a good result. 
This temporal factor has been emphasized to such 
an extent that both the lay public and the medi- 
cal profession often experience great difficulty 
in understanding that early dissemination and 
metastases occur with a rapidly growing anaplas- 
tic carcinoma and produce few or no symptoms 
at its primary site. Similarly, some of the excel- 
lent results of therapy—measured by long term 
survival—that are obtained in patients who 
have the longest histories of their disease and 
who arrive late for treatment are considered un- 
usual, 

Briefly, early detection does not necessarily re- 
sult in diagnosis of an early localized cancer. An 
appreciation of the natural history of any cancer 
is fundamental to early diagnosis. The following 
observations illustrate various characteristics of 
the natural history of bronchogenic carcinoma. 

Husfeldt* has found in Denmark that the op- 
erability rate for bronchogenic carcinoma is prac- 
tically the same for those who come in early and 
those who arrive late for treatment. This appar- 
ent paradox can be explained on the basis that 


*From the department of thoracic surgery, Baylor 
University Medical Center. 

Presented at the First Illinois Cancer Congress, 
March 9, 1960, in Springfield. 
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Karly Detection of Cancer of the Lung 


the more rapidly growing cancers produce pro- 
gressive symptoms in a shorter period of timc 
but are frequently inoperable. On the other hand, 
the more slowly growing tumors are accompa- 
nied by less pronounced symptoms but may still 
be operable when the patient finally presents 
himself for treatment late. 

From a study of more than 10,000 cases Me- 
Kenzie* found that the median duration of symp- 
toms decreased with the increasing extent of the 
lesions at the time of diagnosis: 5.9 months for 
those classed as having tumors confined to the 
lung and 4.9 months for those with distant metas- 
tases. 

Resectability and survival rates for broncho- 
genic carcinoma follow characteristic patterns 
when plotted against duration of symptoms be- 
fore operation. Bignall® has found that the 
chances of successfully treating patients with 
lung cancer will be higher in those with either 
short or very long histories, and lower for those 
in intermediate range. 

Resectability rates dropped from 61 per cent 
in the group of patients with no symptoms to 25 
per cent for those with symptoms of less than a 
month, and 20 per cent for those with symptoms 
1 to 11 months, but rose to 28 per cent for those 
having symptoms over one year. Bignall and 
Moon* found that, among 453 patients under- 
going resection, the two-vear survival rate varied 
from 53 per cent in those with symptoms for less 
than three months to 39 per cent in those with a 
six to eight months’ history, and 54 per cent for 
those with symptoms a year or longer. The sur- 
vival rates of untreated patients follow the same 
pattern. Bignall reports the one year rate fell 
from 25 per cent to 12 per cent as the duration 
of symptoms lengthened, but it rose to 17 per 
cent in the group with the longest histories. Sim- 
ilar variations of survival rates with the length 
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o| history before diagnosis have been reported 
for cancers at other sites.° 

It is obvious that factors other than time have 
an important bearing on the course and prog- 
nosis of cancer, The biologie traits of cell type, 
location, and resistance or immunological re- 
sponse of the host are significant. he variegated 
pattern of behavior and prognosis in broncho- 
genic carcinoma depends on the biologic charac- 
ieristies of the neoplasm. In our series,® in 
35 per cent of the patients having bronchogenic 
carcinoma, the initial complaint that prompted 
the patient to seek medical advice indicated dis- 
tant metastases, or the lesion was inoperable 
because of cell type. In these patients the ob- 
secure nature of the primary anaplastic lesion and 
its rapid growth, with early progression to dis- 
semination, make diagnosis and treatment prac- 
tically impossible during a localized phase. In 
contrast, the well differentiated epidermoid or 
adenocarcinomas may remain well localized for 
long periods of time, produce few or no symp- 
toms, and yield long periods of survival after re- 
section. To diagnose such lesions earlier is to in- 
crease survival time even without resection. 

A cancer may be early biologically but late 
chronologically. The observation that a partic- 
ular lesion is symptomless may give the impres- 
sion that it is an early lesion in point of time, 
but this may or may not be true. The fact that it 
may remain localized and symptomless for a long 
period of time, in some cases for years, is a direct 
expression of its biologic character. Its eventual 
growth to produce symptoms or disseminate de- 
pends on its cell type, the resistance or immune 
response of the host, and its original location. 
The phrase “detection in an early or localized 
phase” is therefore preferable to “early detec- 
tion” with its chronologic connotation. 

Survival is calculated from the time the diag- 
nosis is made, but in many cases retrospective 
study of roentgenograms of the chest of patients 
with bronchogenic carcinoma reveals the lesions 
to antedate either the svmptoms or diagnosis for 
long periods of time, two years or more.’ 


The pulmonary nodule 


The most favorable location for a broncho- 
genic carcinoma—from the standpoint of detec- 
tion in an early localized phase, resectability, and 
prognosis—is a pulmonary nodule. By definition, 
it is roughly spherical, of soft density but may 
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contain calcium, and surrounded by lung tis- 
sue on all sides. Its border may be notched, ir- 
regular, or nodular. Because of its location in the 
contrasting lung parenchyma, its roentgeno- 
graphic shadow may be readily detected during 
a symptomless phase and when it is only a few 
millimeters in diameter. Eighty per cent of these 
lesions in our experience are resectable, in most 
cases by lobectomies. This is in contrast to an 
over-all resectability rate of 35 per rent for all 
types of bronchogenic carcinoma, half of which 
require pneumonectomies. The five-year survival 
rates following resection of 95 patients having a 
bronchogenic carcinoma presenting as a pulmo- 
nary nodule are 50 per cent for the entire group 
but 40 per cent of those producing symptoms, 
and 65 per cent for the asymptomatic or silent 
lesions. Forty per cent of pulmonary nodules due 
to bronchogenic carcinoma are asymptomatic in 
our experience. Unfortunately only roughly 10 
per cent of bronchogenic carcinomas present 
themselves as pulmonary nodules. These survival 
rates far surpass the over-all 22 per cent five- 
vear survival rate following resection of all types 
of bronchogenic carcinoma. 

When the pulmonary nodule is the original 
location, 50 per cent are epidermoid carcinomas, 
and 30 per cent are adenocarcinomas. Very few 
of these lesions are of the large cell, undifferenti- 
ated type, and the small cell (oat cell) type oc- 
curs only rarely. Eighty-seven per cent of the pa- 
tients with silent adenocarcinomas presenting as 
a pulmonary nodule survive five vears. Nodal in- 
volvement was found in only 25 per cent in con- 
trast to 70 per cent for the over-all lung cancer 
group. 


Localized low grade hilar lesions 


Localized low grade hilar lesions are usually 
suspected because of symptoms of pneumonitis 
or hemoptysis. They may be detected in an early 
phase by roentgenograms or planograms that 
often show the small shadow of increased density 
in or near a lobar or segmental bronchus together 
with a segmental or lobar obstructive pneumoni- 
tis. Bronchoscopie examination, because of the 
location of these lesions, is highly productive of 
confirmatory evidence either by biopsy or cyto- 
logic studies of aspirated secretions. 

Because low grade hilar lesions are slowly in- 
vasive and do not metastasize until late in their 
course, lobectomy or lobectomy in combination 
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with a sleeve resection of the main bronchus and 
bronchial anastomosis often constitutes an ade- 
quate operation. The radical procedure of pneu- 
monectomy for this type of lesion is unrealistic 
because it ignores the biologic character of the 
carcinoma and the practical considerations of 
function. 

Results available to date for lobectomy in com- 
bination with bronchoplastic procedures for low 
grade hilar lesions indicate survival rates of 86 
per cent at two years, 71 per cent at three vears, 
and 43 per cent at five years.* These figures are 
in a range similar to the results of resection for 
the nodule due to bronchogenic carcinoma. 

Twenty-four of our 51 patients surviving five 
years following treatment for bronchogenic car- 
cinoma had hilar lesions, and in 18 the neoplasm 
presented as a pulmonary nodule. 


Conclusion 


The chances for successful treatment of pa- 
tients with lung cancer today are highest in 
those without symptoms and in those with short 
or long histories, and lowest for those in inter- 
mediate range. Because of the biologic factors 
involved, early detection is not possible under 
present limitations of diagnosis in all cases, but 
detection by roentgenography in an early phase 
of the biologically favorable lesions is feasible. 
Routine roentgenograms of the chest are neces- 
sary to detect the pulmonary nodule and low 
grade hilar lesions and should be included in 
every physical examination, hospital admission, 
and employment examination. Detection in an 


Rosen’s operation 


Otologists showed only mild enthusiasm for 
Rosen’s operation at first because they believed 
that the nature of the pathologic process in 
otosclerosis made it almost inevitable that refixa- 
tion of the stapes would occur. Because of its 
simplicity, however, many recommended the op- 
eration as a preliminary procedure to the more 
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ized lesion, resection of which yields as high sur 
vival rates: 65 per cent at five years for the pul. 
monary nodule, and as high as 87 per cent foi 
the asymptomatic adenocarcinoma. 

Present methods of diagnosis are not adequate 
for detection in a localized phase of biologically) 
unfavorable lesions which grow rapidly and. dis- 
seminate early, often in the absence of symptoms 
at the primary site. These lesions occur in about 
40 per cent of cases. Under these circumstances, 
care should be taken not to unjustly incriminate 
the unfortunate patient or his physician for de- 
lay in diagnosis. It is reasonable to assume that 
by concentration on the more favorable types of 
bronchogenic carcinoma that occur in 60 per 
cent and the consequent detection of these le- 
sions in a localized phase, improvement in sur- 
vival rates after resection may result. 
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formidable fenestration operation. Otosclerotic 
patients reacted to the operation with enthusiasm 
and, as knowledge of it spread, more and more 
deafened persons demanded it. It has probably 
heen performed well over a hundred thousand 
times in the United States. Harold G. Tabb, 
M.D. Trends in Surgery for Otosclerosis. J. 
Louisiana M, Soc, August 1960. 
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Max M.D., Centralia 


 yotag IN its various forms is a universal 
disease confronting to an equal degree the 
ophthalmologists of urban and rural areas. While 
research and advancements in this field have ob- 
viously been carried out in the large urban med- 
ical centers, the results have benefitted many 
patients who never see a glaucoma clinic at a 
university hospital and who rely often in un- 
questioned confidence, especially in smaller 
towns, on the advice and judgment of their in- 
dividual ophthalmologists. To show the approach 
tc the problem in these glaucoma patients, as it 
is handled in my own practice located in a rural 
and small town area, is the purpose of this paper. 


Acute glaucoma 


Twenty-five years ago there were basically 
iwo types of glaucoma, at least on the nonaca- 
demic level. One was the acute inflammatory 
type in the patient who came to us with acute 
pain, a red eye, sudden loss of sight, a dilated 
pupil, and a very high intraocular tension. In 
contrast was the second type then called “chronic 
simple glaucoma.” The patient frequently lost 
considerable central and peripheral vision with- 
out being aware of the impaired function. Mod- 
erately elevated tension, glaucomatous cupping 
of the optic nervehead, gradual shrinkage of the 
peripheral field, and enlargement of the blind 
spot were the indications, Naturally, today these 
same basic types and their symptoms and ob- 
jective findings are still with us, but we have 
learned a great deal more about them. 

Originally acute glaucoma was thought to be 
merely an exacerbation of the chronic type. It 
was thought to be one in which control was lost 
through the influence of vasomotoric and neuro- 
genic abnormalities, possibly triggered by emo- 
tional factors and governed through impulses 
originating in the hypothalamus. Sudden con- 
gestion of the vessels in the choroid, a throttling 
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off of the vortex veins, and edema of the vitreous 
increased the intraocular pressure, according to 
these early theories of acute glaucoma. The iris 
was supposed to be pushed forward secondarily 
by these events, and the angle of the anterior 
chamber became shallow due to them. 


Diagnosis and management 


Our present day understanding, based pri- 
marily on facts found by gonioscopy, attributes 
an attack of acute glaucoma to an existing nar- 
row chamber angle. This narrowness is a pri- 
mary cause, not secondary as was formerly pre- 
sumed. The acute incompensated glaucoma is to- 
day the so-called angle closure glaucoma built up 
on a predisposed narrow angle anatomy. 

Recognition of a narrow angle before it can 
lead to an attack of acute angle closure, the im- 
mediate reduction of the acute increase in pres- 
sure by more powerful drugs, and the final pre- 
vention of an attack by surgical means are the 
trend developments of the late forties and fifties. 
A narrow angle can be suspected from the his- 
tory of temporarily blurred vision, or it may be 
seen at simple inspection under the beam of a 
slitlamp. It has been demonstrated that the 
tonometer will show perfectly normal values be- 
fore there is an actual angle closure. Tonog- 
raphy, likewise, as Grant’, Becker*, and Scheie* 
have shown, will show normal or nearly normal 
outflow facilities before an attack or in the con- 
trolled intervals between attacks. But if we are 
circumspect enough we can ascertain the nar- 
rowness of an angle in a given suspect patient by 
gonioscopy with the lens of Barkan, or the 
gonioprism of the Thorpe-Allen or Goldman 
types. Should suspicion remain, then we can at 
jeast ascertain—in a certain percentage of cases 
--the possibility of angle block by the iris root 
through so-called provocative dilation of the 
pupil, either in a darkroom test or after the use 
of a mild mydriatic. In this connection it is in- 
teresting to recall that in the early thirties the 
late Harry Gradle had practiced tonometry be- 
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fore and after dilating the pupil. ‘The results of 
tonography will usually show a decrease in the 
facilities of outflow in eyes which have a danger- 
ously narrow angle; a dangerously low level of 
these facilities will lead us to recommend prophy- 
lactic surgery. It certainly will make the use of 
miotics mandatory. 

Medical means for controlling an acute attack 
have been enhanced also beyond the means we had 
twenty years ago. Then we had the older miotics 
like pilocarpine and eserine. We could reinforce 
their action by intravenous administration of 
hypertonic solutions of dextrose or sorbitol which 
reduced fluid in the eye through osmosis. Today 
we are greatly aided by the introduction of such 
carbonic anhydrase inhibitors as Diamox® or 
Daranide®, These agents, as Becker*® had 
shown, decrease the secretory function of the 
ciliary body by as much as 50 per cent. By ad- 
ministering local pilocarpine with oral or intra- 
venous Diamox, it is usually possible to reduce 
the intraocular pressure to normal limits 
relatively early in an acute attack. This is par- 
ticularly true if the patient is seen during the 
first few hours, or the first day, before extensive 
peripheral synechias have developed. Lately the 
use of hypertonic urea, a 30 per cent solution 
which comes under the trade name Uretrit®, has 
been added to our means of reducing intraocular 
pressure in cases that do not respond to other 
means. This is a more effective treatment by os- 
mosis than the older hypertonic sugar solutions 
of the thirties. 

After the tension has been reduced to normal 
in an angle block glaucoma, a peripheral iridec- 
tomy is now the accepted procedure following 
the attack. This view has not always been held. 
However, in the middle thirties Gifford®, in his 
small textbook of ophthalmology, recommended 
surgery as soon as the tension had been normal- 
ized, but it was Chandler’? who later repeatedly 
forcefully pointed out that narrow angle glau- 
coma is basically a disease for surgical treatment. 

If an acute attack has persisted for several 
days or if peripheral synechias impair the facili- 
ties of outflow as shown by tonography, then 
an iridencleisis may be more effective than the 
simpler procedure of peripheral iridectomy. 
Becker? recommends an iridencleisis when facili- 
ties of outflow as shown by tonography are less 
than 0.15; if they are normal during periods of 
control, a peripheral iridectomy is preferable. 
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Wide angle glaucoma 

The second type of the primary glaucomas, 
the so-called chronic wide angle glaucoma 
merly called glaucoma simplex, was usually r:e- 
ognized only in the fairly well established casos, 
Certainly, once in a while a patient who had 
retained good central visual acuity and a fill 
field was fortunate enough to consult a con- 
scientious ophthalmologist who routinely took 
the intraocular pressure with a tonometer. And 
it this case showed a pressure of 26 or 28 or 
higher, further investigations were carried out, 
But by and large, until about ten years ago, 
many of us were quite prone to rely on the gen- 
eral and very deceiving impression of our two 
index fingers during the routine examination of 
a patient. Having satisfied ourselves by this rath- 
er crude and most unreliable method -— as a 
blind study of tactile tensions at the Ilinois Kye 
and Kar Infirmary under the direction of Dr. 
Peter Kronfeld has shown — that the “tactile 
tension” was soft, many a case was dismissed 
with good acuity, good dise, and good field only 
to return a few years later with definite irrever- 
sible glaucomatous changes. 

Naturally, we frequently still see patients who 
on the very first visit to our offices have obvious 
signs of wide angle glaucoma; deep cupping of 
the disc, poor central vision, and constricted 
fields are the giveaways even before a tonometer 
is put on the eyeball. These glaucoma patients 
were not recognized before damage could assert 
itself, either because of their own neglect, the 
insidiousness of this disease, or, all too fre- 
quently, the negligence or inexperience of ex- 
aminers at the time of a simple visit for refrac- 
tion. They may still be helped, but it is unfor- 
tunate that someone had not labeled them at 
least glaucoma suspects before the manifest 
clinical signs became glaring irreversible facts 
which needed tonometry only as a matter of 
record for later reference rather than for case 
finding and diagnosis. 

The Schiotz tonometer is the primary tool for 
finding glaucoma in the unsuspecting patient 
and for the unsuspecting doctor. Though Gold- 
mann’s applanation tonometer may take its place 
in our offices in future years, the older Schiotz 
tonometer still is the most widely used instru- 
ment. We are told that one in fifty office patients 
over 40 have, or are candidates for, wide angle 
glaucoma. Naturally, if tonometry reveals defi- 
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nitely high pressure, field studies, especially blind 
spot studies, will help us to evaluate the case and 
to control it by treatment. In the past decade it 
has become more and more obvious that certain 
pressure readings may be normal for one person 
and pathologic for another. We also are aware of 
the diurnal variations of intraocular pressure, 
particularly through the studies of Thiel and of 
Duke-Elder. Few of us have facilities to check 
these occasional pressure rises in the early 
morning hours. So how can we handle, under 
the pressure of our daily patient load, suspect 
glaucoma cases with borderline normal tensions 
of 23 to 25 mm. Schiotz? These patients fre- 
quently have normal vision, normal dises, normal 
fields, and a normal blind spot. We also may 
have evaluated this factor of scleral rigidity by 
taking the pressure with two different weights 
to see if there was a marked difference between 
using a low weight and a higher weight. 

The following history may be instructive for 
such a case: Mrs, 1. L. had a pressure of 25 
mm, found after a routine refraction. The angle 
was open in each eye. All other findings were 
normal. Provocative dilation did not raise the 
pressure, and the figure of 25, while somewhat 
high, was certainly low enough to have been 
missed by the old tactile tension routine. Maybe 
25 mm. was normal for her? But it also could 
he early glaucoma. There are several ways to 
handle such a patient: continued observation of 
acuity, dise, and central and peripheral field 
is the oldest one. It involves a great deal of 
patience on the part of the physician, an intelli- 
gent and cooperative patient, the clinical faeili- 
ties, and, especially in a busy practice, the time 
for taking repeated and accurate fields at least 
three to four times a year. 

In this country central field tests with small 
objects have received increasing emphasis because 
an enlargement of the blind spot is among the 
earliest signs of damage from wide angle glau- 
coma. Even a relatively early peripheral con- 
striction is said to be demonstrable on the tan- 
gent screen if one investigates the isopters lying 
between the point of fixation and 30 degres with 
a test target at 2,000 mm. distance. Goldmann’s* 
clinic in Bern developed the technique of investi- 
gating a given isopter on the bowl perimeter un- 
der strictly standardized adaptation and back- 
ground illumination and presenting a given tar- 
set under various light intensity. 
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Provocative tests, particularly the one of com- 
paring tension before and after the intake of one 
quart of water within an hour interval in a 
fasting patient, frequently give clues that make 
definite glaucoma cases out of suspect ones. It 
is said that a rise of over 6 mm. by tonometry is 
diagnostically significant. 

Leydecker® recently described more accurate 
provocative tests with the vasodilators injected 
subconjunctivally. The pressure rise from sym- 
pathetic stimulated vasodilation is said to occur 
in 90 per cent of wide angle glaucoma cases. In 
practice this test may not be as popular and as 
commonly employed as the much simpler water- 
drinking test. The same may be said for the 
venous pressure test whereby a sphygmomanom- 
eter cuff around the neck is blown up to 45 mm. 
mercury. Added to these examinations and often 
combined with provocative tests is tonography. 

We in the St. Louis area have been able to 
utilize for our private patients the facilities of 
the Washington University Glaucoma Clinie and 
its tonography laboratory. 

There are authorities like Scheie’? who con- 
sider tonography primarily a research tool rather 
than an aid for the practitioner and his patient. 
In my own practice, through facilities of the 
eve department of Washington University, it has 
become an important tool for evaluating the 
horderline patient and, up to a point, to confirm 
the efficiency of medical treatment. 


Treatment 

As the trend in treatment of narrow angle 
glaucoma has been directed toward surgery, 
treatment of wide angle glaucoma has become 
more conservative during the past decade. Many 
a case of wide angle glaucoma designated for 
early surgery 20 years ago can now be kept 
under medical treatment and the certain dangers 
inherent in any intraocular surgery avoided. It 
is no longer true, as it was said in the early forties 
by Algernon Reese™, that an early filtering 
operation is the surest way to prevent deteriora- 
tion of central and peripheral sight. It is also no 
longer true, as expressed in Chicago about fifteen 
years ago, that one operates on the glaucoma 
patient in his sixties for the relief of tension and 
fifteen years later for the lens opacity that fre- 
quently follows glaucoma operations. 

The reason that we can be more conservative 
lies (a) in our earlier diagnosis through tonom- 
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etry, tonography, and gonioscopy, and (b) in 
the availability of drugs which not only help us 
to increase the facility of outflow but also in- 
hibit secretion of aqueus from the ciliary body. 
To the older miotics like pilocarpine hydrochlo- 
ride and eserine salicylate have been added 
cholinergics like Carbachol® and cholinesterase 
inhibitors like echothiophosphate (Phospholine 
Iodide®) and demecarium bromide (Humor- 
sol®). The latter two have the advantage of 
being more powerful so that they can be given 
less frequently than the older miotics. 

The research work of Hamburger’ and in 
this country of Gradle’* concerning the beneficial 
effect of epinephrine and related substances, 
especially when given in conjunction with mi- 
otics, has been re-emphasized recently for use 
in wide angle glaucoma. They had fallen in 
disrepute because in the pre-gonioscopy days 
they were mistakenly used in narrow-angle type 
glaucomas and induced acute attacks. Now, since 
we can differentiate narrow angle from wide 
angle glaucomas, their use in conjunction with 
miotics has been recommended. 

Finally, starting with the work of Becker in 
1953*5, the effects of secretory inhibitors like 
Diamox®, Cardrase®, Neptazane®, and Dar- 
anide® were investigated, and these drugs be- 
came useful and widely used tools for long range 
therapy in many of our more stubborn glaucoma 
cases. We are cognizant that all these drugs, 
local as well as parenteral ones, are powerful and 
may have side effects which make their use im- 
possible. We also realize that their use does not 
mean that we can leave the patient to himself 
for very prolonged periods; he has to be super- 
vised and evaluated every few months at the 
very least. This also does not mean that surgery 
in wide angle glaucoma can be relegated to his- 
tory in cases which show progressive deteriora- 
tion of field and vision in spite of these new 
drugs, and in whom it is impossible to lower the 
intraocular pressure to acceptable limits. So, we 
shall continue to have to do iridencleises or 
trephines or sclerectomies. However, the indica- 
tions for such operations are less frequent than 
in the past. 

The ultimate solution of the glaucoma prob- 
lem is still not at hand. It will be solved only if 
science eventually solves the secret of the aging 
process. And this may be a Utopia which may 
never be reached. 
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Summary 


Narrow angle glaucoma and wide angle glou- 
coma can be diagnosed before the classical, ¢lini- 
cal signs become evident and before permancnt 
damage to the structures of the eye and to its 
function has taken place. Routine tonomei:y, 
provocative tests, gonioscopy, and tonogray hy 
are valuable in establishing an early diagnosis, 
Continued observation of the visual field and the 
blind spot are important, especially in patients 
with wide angle glaucoma who have poor facili- 
ties of outflow and whose disease is under ques- 
tionable control. 

Acute angle closure can be relieved in tie 
majority of cases by miotics, carbonic anhydrase 
inhibitors and, if necessary, intravenous urea. 
However, relief of the acute attack by medical 
moans should always be followed by peripheral 
iridectomy or, in the face of poor facilities of 
outflow, by an iridencleisis. 

Wide angle glaucoma does not require surgery 
as frequently as formerly. More powerful mi- 
otics, the judicious use of epinephrine deriva- 
tives, and carbonic anhydrase inhibitors keep the 
function of many eyes with wide angle glaucoma 
from deteriorating. There are, however, still 
patients who do not respond to even strong con- 
servative measures and in whom a fistulizing 
type of glaucoma surgery must be considered. 
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CASE REPORTS 


Concomitant Pulmonary Schistosomiasis 


And Tuberculosis 


Schistosomiasis is a tropical disease caused by 
certain species of trematodes which pass an es- 
sential part of their life cycle in certain snails.° 
Where the snails exist in stagnant or slow run- 
ning water, it is possible to find these trematodes. 
Eggs passed in the feces of a human host gain 
access to the water and develop into motile larvae 
that invade the snails. After their cycle in the 
snails, tadpole-like forms, cercariae, escape into 
the water. They burrow into the skin of bathers 
and enter the blood stream, where adult worms 
develop and live chiefly in the abdominal veins. 
Schistosome infestation generally becomes mani- 
fest clinically as hematuria or as rectal bleeding 
accompanied by eosinophilia,* pain, fever, a 
swollen, tender liver, and prostration. 

It has been estimated that 60 to 70 per cent of 
the inhabitants of Egypt are infected with schis- 
tosomasis, and the disease is endemic in certain 
other parts of the world. 8S. hematobiwm is the 
common parasite in the Nile Valley, Portugal, 
and the Middle East and is the cause of vesical 
schistosomasis. The S. japanicum, causing intes- 
tinal and hepatic schistosomasis, is found pre- 
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dominantly in China, Japan, and the Philippine 
Islands. S. mansoni infection is common in 
Puerto Rico and certain parts of Venezuela. 

In all probability, schistosomasis in North 
America is found only in persons who have been 
in endemic areas. With the great influx of Puerto 
Ricans to our larger centers of population there 
is a good reason to assume that cases of schisto- 
somasis may become clinically evident.® 

In their elaborate paper dealing with pulmo- 
nary schistosomasis, A. F. Bernard Shaw and A. 
Abou Ghareeb, discuss meticulously the various 
forms of infecting organisms and the resulting 
disease.” 

About one-third of persons infected with 
schistosomasis manifest pulmonary involvement, 
as shown in one of their series of 282 autopsies.’ 
The number of ova circulating through the pul- 
monary vascular bed is the deciding factor in 
determining the type of pulmonary tissue re- 
sponse. It has been stated by Shaw and Ghareeb 
that in 87 per cent of cases only a few ova have 
entered the lungs.” In this situation the lesions 
present were parenchymatous tubercles. Embolic 
ova rarely are seen in these cases. Where infesta- 
tion is heavier, vascular lesions as well as tuber- 
cles occur and embolic ova are frequent. Healing 
of acute vascular lesions leads to an obliterative 
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Massive and repeated infection of the lungs is 
followed by widespread arterial changes, hyper- 
trophy of the right ventricle, and the develop- 
ment of the cardiopulmonary features of Ayerza’s 
disease with death from congestive heart failure 
(2 per cent?). 


Report of a case 


In 1957 we had occa:.on to see a 29 year old 
Puerto Rican (five years removed from Puerto 
Rico), because of weakness, cough, some ex- 
pectoration, and thoracic pain. His medical his- 
tory was essentially negative in that he denied 
any previous illness. One brother had received 
treatment for tuberculosis in New York, and our 
patient had been exposed to him. 

Our patient was 66 inches tall and weighed 
140 pounds but had lost 10 pounds in 2 months. 
Blood pressure was 130/70, pulse rate 76- 
rhythm regular, body temperature 99° F. There 
was some impaired resonance over the left upper 
third of the chest with suppressed bronchial 
breathing but no rales in the same area. Heart 
tones were clear. The general physical examina- 
tion was otherwise normal. 

The tuberculin test was positive, and a blood 
study showed : 


Hemoglobin 12.6 Gm. 
Hematocrit 41% 
White count 5400 
Neutrophils 65 
Lymphocytes 26 
Monocytes 7 
Eosinophils 2 


Sedimentation rate 65 mm./hour. 


Chest x-ray on Sept. 17, 1957 revealed soft 
mottling in the right lung at the level of the sec- 
ond anterior interspace, and in the left lung a 
large annular shadow above the second rib with 
infiltration above and below. 

The sputum showed acid-fast bacilli on direct 
smear. 

A diagnosis of pulmonary tuberculosis, mod- 
erately advanced, was made; and sanatorium 
management — bed rest, antibiotic and chemo- 
therapeutic measures — was insituted. Dihydro- 
streptomycin was given 1.0 Gm. twice weekly 
with isonicotinic acid hydrazide 100.0 mg. and 
para-aminosalicylic acid 4.0 Gm. three times per 
day. Progress was good. Sputum cultures were 
last positive on Nov. 1, 1957. Planograms of the 
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left apex on Noy. 15, 1957, revealed a resid: al 
cavity. 

By March, 1958, planograms showed a dese 
fibroid mass at the site of the previous stell: te 
cavity. Bronchoscopic examination revealed a d.f- 
inite endobronchitis involving the left main and 
upper lobe bronchi. This had cleared at exami: a- 
tion April 15, 1958. A left apical posterior p: |- 
monary resection was done on April 17 and post- 
operative recovery was uneventful. The patient 
was discharged on May 17 still receiving dihy- 
drostreptomycin and isonicotinie acid hydrazide, 
He is well and working at the time of writing. 

Examination of the excised lung was reported 
as follows: 

“Diffuse atelectasis and severe fibrosis. There 
are numerous fibrocaseous nodules surrounded by 
varying amounts of lymphocytic reaction. In 
addition, there are numerous peculiar nodules of 
chronic inflammation and fibrosis surrounding 
foreign cellular material. Examination of one of 
these latter nodules showed a longitudinal section 
of a parasite that has the anatomical characteris- 
tics of S. mansoni. 

“Conclusions: 1. S. mansoni of lung, left apex, 
diffuse, severe. 2. Chronic fibrocaseous tuberculo- 
sis of lung, left apex, diffuse. 3. Atelectasis, 
bronchiectasis, and fibrosis of ling, left apex.” 

This man has been examined and questioned 
on several occasions over the past year without 
eliciting history of a previous illness that could 
have been attributed to schistosomasis. A review 
of chest x-rays made before and since operation 
do not reveal any of the vascular changes re- 
ported by Erfan and Deeb* as being character- 
istic of this infestation. Perhaps we should give 
the patient a course of antimony and see if it is 
possible to increase pulmonary reaction such as 
Erfan and Deeb* describe following such therapy. 
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The View Box 


Franz Game, Chicago 


A 23 year old, colored male came to the ad- 
mitting room complaining of recent onset of 
shortness of breath and chills accompanied by 
some exertional dyspnea. 

The history revealed scarlet fever at the age 
of 5 and occasional nonradiating substernal pain 
over the last 12 month period. 

The patient was in moderate respiratory dis- 
iress. The blood pressure was 110/74. The pulse 
was 102 per minute, regular and equal; and the 
temperature, 100.2°F, Rales were heard over the 
posterior aspects of the lung fields during both 
phases of the respiratory cycle. There was no 
dullness to percussion. The heart was enlarged 
13 em. to the left of the midclavicular line. The 
apex beat was felt at the sixth intercostal space. 
A grade IIT systolic and grade II distolic mur- 
mur were audible over the apex. The liver was 
palpated two finger, breadths below the costal 
margin. There was no ankle edema. 

The patient was sent for a chest roentgeno- 


gram. 


Figure 1 


Differential diagnosis 

(1) Atypical pneumonia 

(2) Acute, pneumococcal pneumonia 

(3) Acute, alveolar pulmonary edema 

(4) Massive pulmonary tuberculosis 
(continued on page 359) 


Mechanization and man 

Today one hears much of the amazing poten- 
tial machines have for increasing and improving 
the dissemination of scientific information. In- 
deed, the science of documentation does promise 
exciting rewards. But no amount of electronic 
mechanization can eliminate the need for trained 
and skilled manpower and its products. At least 
in the foreseeable future, machines cannot sub- 
stitute for subject matter knowledge and edi- 
torial finesse; the intellectual tasks will still 
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have to be done by human beings. As informa- 
tion increases in quantity, the strains on man- 
power resources will still rise sharply; an illogi- 
cal competition for personnel will arise between 
organizations that develop scientific information 
(laboratories and clinics) and organizations that 
process the information and turn it back to the 
development areas. Richard H. Orr, M.D., and 
Don M. deKoven. The Summary—The Most 
Used and Most Neglected Part of Scientific Pa- 
pers. J. Albert Einstein Med. Center. Oct. 1960. 
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MEDICINE IN THE OUT-OF-DOORS 


This is to be a monthly feature of easy, informative reading. 
Every physician will recognize the material; it’s not new — it’s the 
setting that differs. With his inclination for the biological sciences, 
pre-med and medical training, he will see much of the column as 
“old hash.” But it will be slanted to the out-of-doors with emphasis 
on preventive medicine wherever possible; perhaps it will have some 
basic physiology, botany, entomology, first aid in the field, and other 
aspects of his previous education now somewhat dimmed with the 
passing years. No originality of material is claimed and no earth- 
shaking pronouncements will be made. 

For the out-of-doors minded physician, and his patients of like 
bent, his attention will be called to new equipment, clothing, and the 
like, to make his lengthening leisure time more fruitful. But the pre- 
cise technique for tying a fly or pin-pointing the mountain meadow 
where a prize elk resides will be left to the conventional outdoors 
magazines. This is how the column is conceived. Comments and 
criticisms are invited. The Editor 


The Under-pinning 


Jutius M. Kowatskr, M. D., Princeton 


O* OF THE MOsT abused and neglected parts 
of our anatomy are the feet. Being rela- 
tively stable structures, we do not as much as 
look at the feet until a disease process begins 
or complications develop. 

But the active pursuit of outdoor activities 
demands feet and lower extremities which are 
conditioned to withstand sustained as well as 
immediate violent effort. So seldom have our 
feet failed us that we accept this all important 
quality without further thought. 

The fine balance between health and disease 
of the feet can be quickly upset by stressful 
conditions of fall and winter. The high school 
and college boys who spent all summer at manual 
labor to develop muscles of the back and upper 
extremities in preparation for football and bas- 
ketball now discover ingrown toe nails, blisters, 
exacerbated dermatophytoses and shin splints. 
Their fathers and older brothers, more sedentary 
with advancing years, just might spend a few 
hours at the local skeet or trap club grounds to 
get the feel of the old shot gun and put the 
shooting eve into the groove in anticipation of 
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the coming hunting season. A small but en- 
thusiastic group of individuals hopefully look 
toward a good ice skating season or deep fluff 
snow to cover their favorite skiing slopes. Even 
the lonely ice fisherman, as he methodically as- 
sembles his gear, dreams of the huge northern 
that will take his chub this winter. But none of 
these, young and old alike, have given much 
thought to the feet. 

The swivel-hipped, speedster halfback will be 
sidelined with an ingrown toe nail that could 
easily have been treated in August. The promis- 
ing hook-shot basketball center will spend agon- 
izing nights with hot packs on his shins. Several 
months of rope skipping and moderate running 
could have helped him to league honors. Dad 
will come home after the first day afield or from 
slogging through a duck marsh with his “dogs” 
literally barking and severe leg cramps which 
won’t permit his weary body to rest. Sis will be 
walking on turned in ankles after the first ice, 
or won’t get her regular shoes on because of 
puffy ankles following a day on the ski slopes. 
The ice fisherman, as he soaks his feet that first 
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night hoping to restore some feeling in them 
after a day of stomping, still clings to the gos- 
samer of hope that the big northern will be his 
the next time out. 

All these recently exuberant but now pain- 
racked persons could have been spared by a little 
forethought on their part or a few words of 
caution from their family physician, Though a 
thorough examination of the legs and feet takes 
little time, it often is neglected, and only a few 
quick questions are asked the patient in this 
regard because it takes too long to take off the 
shoes and socks and put them on again. The 
lower extremities can be conditioned by simple 
exercises, but it takes doing on the patient’s part 
to have them withstand anticipated stresses. 

In this era of two cars in every garage, we 
should rediscover the art of walking. It is good 


medicine for young and old when practiced regu- 
larly. All muscles will increase in tonus, pul- 
monary exchange will increase, cardiovascular 
stimulation will be invigorating, abdominal 
cramps will be dispelled, and flatulance will be 
left in the breezes. Pathology of the feet and 
lower extremities, if any, will present itself 
usually in such a manner that corrective meas- 
ures can be applied without significant loss of 
time from work or undue distress. 

Socrates could ask questions best of his col- 
leagues after a long walk into the Athenian 
countryside. Wordsworth drew inspiration for 
his sonnets by daily traversing the hills and 
dales of England. And Dr. Paul Dudley White 
even today walks or rides a bicycle. 


Ten more days to Christmas. 


The chest roentgenogram reveals an enlarged 
cardiac shadow with straightened left heart 
horder. The shadow of the aortic arch is small, 
and there is a faint double density behind the 
cardiac shadow representing an enlarged left 
atrium. The lung fields show fine to coarse 
granular, symmetrical perihilar infiltrations. The 
costophrenic angles and upper lung’ fields are 
clear. These findings were interpreted as com- 
patible with mitral heart disease and diagnostic 
of alveolar pulmonary edema. 

The pulmonary edema cleared on bed rest as 
shown in the roentgenogram (Fig. 2) made 36 
hours after admission. The patient was digi- 
talized and discharged on maintenance doses of 
digitalis. 

Pulmonary edema may have many etiologies: 
1. Left heart failure 
2. Acute pneumonia in the hyperemic stage 
3. Allergic conditions : 

a. Collagen diseases 
b. Loeffler’s pneumonia 
ce. Hypersensitivity reactions 


. Toxic conditions 
a. Uremia 

b. Toxemia of pregnancy 

ce. Inhalation of noxious gases and fumes 


5, Diseases associated with hyponatremia and 


hypoproteinemia 
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The View Box —diagnosis and discussion (continued from page 357) 


Figure 2 


6. Neurologic conditions 
a. Cerebrovascular accidents 
b. Brain tumors 

7. Drowning 

8. Hydremia (over-hydration) 
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EDITORIALS 


The followers of Luke 


Christmas commemorates the birth of Christ, 
the Great Healer who enabled the blind to see, 
the crippled to walk, and the bedridden to rise. 
His work was carried on through His disciples, 
the art of healing particularly through Luke, the 
“beloved physician.” And’ so today, the good 
physicians are filled with compassion for human- 
ity and constantly seek to understand illness, 
pain, and death. The followers of Luke, and all 
others who care for the sick, should never hesi- 
tate to ask for divine guidance in solving the 
problems at hand. The great physicians were 
humble, as exemplified by Pare’s words, “I 
dressed his wounds; God healed them.” 

The Bible has offered more relief and con- 
solation over the centuries than all our modern 
drugs combined. There are many suggestions in 
this great Book that every physician could use 
with excellent results. Much benefit, for example, 
could be derived from the familiar words of 
Isaiah, “Fear thou not; for I am with thee.” 
Many people derive reassurance from the thought 
that their Ged is with them when they are ill or 
a member of the family is in critical condition. 
Their confidence increases when the physician 
harbors the same feeling. Religion plays a power- 
ful role in promoting a hopeful attitude. 


New frontiers in the prevention and 
treatment of mental retardation 


Of the 4,200,000 human beings who will be 
born in the United States in the coming year, 
126,000 will not reach the mental age of 12 vears, 
12,600 will not reach a mental level of 7 years, 
and 4,200 will be helpless idiots. These are 
government statistics. To put it in another and 
less pessimistic way, 30 of every 1,000 people in 
our country are mentally handicapped. Twenty- 
tive are educable, four are trainable, and one is 
permanently and completely dependent. That 
this is a challenge to the medical profession is 
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evident when one considers that 50 to 800 per 
cent of all mental illness is preventable or is 
amenable to improvement or cure. 

Nowhere in the United States are there ade- 
quate facilities either for prevention, treatment, 
custodial care, or for adequate identification of 
the mentally retarded. In Illinois the shortage of 
adequate hospital and custodial facilities, while 
lessening, is still a serious problem. The Chicago 
Public School system, with the oldest and one of 
the best departments of special education and 
child study in America, is able to identify only 
about half of the mentally retarded pupils and 
has facilities for giving special education to only 
about three-fourths of those identified. Too many 
parents still feel that a mentally retarded child 
is a family stigma and trv to hide the child from 
the community. These “back-bedroom children,” 
many with good learning potential, deteriorate 
into hopeless idiocy for lack of adequate manage- 
ment, 

As recently as ten years ago, many physicians 
looked on mental retardates as intellectual runts, 
specimens of human wastage, rather than pa- 
tients with preventable or treatable clinical 
entities. Institutionalizing them has often been 
the only possible advice to give to parents. But 
recent advances in etiology and definitive diag- 
nosis and treatment promise to improve im- 
measurably the outlook for these patients. Her- 
man Yannet, M.D., director of the School for 
Mental Retardation at Southbury, Conn., recently 
stated that in 1950 he could identify the cause 
of mental deficiency in only one of 100 of his 
pupils; today, in close to 50 per cent. 

Breakthroughs have occurred along many 
fronts. The introduction of tranquilizing drugs. 
which find their greatest use in functional mental 
disorders, has been a major factor in shortening 
the average hospital stay of mental patients, and 
has permitted home treatment for many who 
previously were necessarily restricted in institu- 
tions. Advances in brain surgery have made 
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possible the removal of scars, and the improve- 
ment of blood supply to the brain in some cases. 
‘There is increasing success in regeneration of 
neurons. For example, axones have been grown 
on tissue cultures. In the newt, fibers of the cut 
optie nerve have been stimulated to regenerate 
io the point of making connections with the 
proper endings in the sense organ. Some of this 
research is already finding clinical application in 
the improvement or cure of mental deficiencies. 

Probably the most significant clinical advances 
are occurring in the field of enzymes and genes. 
Genetic factors account for about 50 per cent of 
institutionalized patients with mental disease. 
Hach enzyme is under the control of a specific 
gene. Mutations and other abnormalities of the 
genes can, therefore, by modifying enzyme ac- 
ition, produce a wide variety of abnormal condi- 
tions in the body. Of these inborn errors of 
metabolism probably the best known to physi- 
cians is phenylketonuria, which accounts for 
about I per cent of all mental retardation. Also 
familiar are galactosemia, Wilson’s disease, and 
congenital agammaglobulinemia. 

Of about 70 inborn errors of metabolism iden- 
tified as specific clinical entities, about 20 have 
mental retardation as a part of their picture. 
Such workers in the field as Nobel Laureates 
Joshua Lederberg, Wendell Stanley, and Linus 
Pauling have succeeded in altering genes almost 
at will, and then restoring them to normal states. 
This is the beginning of the control of life proc- 
esses themselves, and is highly significant. Dr. 
Pauling predicts that within 50 years we will 
be able to produce enzymes synthetically, the 
ultimate triumph over these diseases. 

Another important advance is the identifica- 
tion of conditions leading to retardation at an 
increasingly early age. In phenoketonuria, for 
example, mental retardation can be avoided if 
the diagnosis is made before the age of four 
months and a diet low in phenylalanine is insti- 
tuted. In hypsarrhythmia, mental deterioration 
has been avoided by the use of ACTH in the first 
vear of life. In brain injuries the significance of 
perinatal anoxia, maternal diet, and other pre- 
and postnatal influences are being increasingly 
recognized and met. Samuel Karelitz recently 
described significant qualities in the cry of the 
infant during the first few days of life as an 
added indication in the early appraisal of mental 
development and mental potential. 
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‘lo utilize the new knowledge of the causes, 
prevention, and treatment of mental retardation, 
we need more hospital beds, more trained per- 
sonnel, more research, more mental health clinics, 
and more schools for the mentally handicapped 
— both day schools and boarding schools. We 
must support bond issues that make possible 
expansion of our state hospital’s facilities. We 
must work for the establishment of clinics by 
local health departments, hospitals, and medical 
schools. 

There is an increasing awareness of the need 
for more study. In the report of the Children’s 
Bureau Clearinghouse for Research in Child 
Life, nearly four times as many studies con- 
cerned with mental retardation have been re- 
ported in the years 1956-58 as in the years 1948- 
51 — 151 in contrast to 42. Much of the increase 
ix due to large federal funds appropriated for 
research —~ disbursed largely through Office of 
Education contracts with state departments of 
education and with universities. The National 
Institute of Mental Health also continues a 
widespread support of research in this field. 

These federal grants reflect an increasing pub- 
lic interest that is taking tangible form through- 
out the country. This fall, for example, within a 
week two excellently organized and administered 
schools for the mentally retarded were dedicated 
in the Chicago Area -— Little City, near Pala- 
tine, and the Therapy Center for the Mentally 
Handicapped in Michigan City, Indiana. Both 
of these schools were built on donated ground, of 
donated material, and largely by donated labor. 
They are inspiring examples of the ability of 
communities to meet their own needs without 
recourse to foundation funds or to state or fed- 
eral aid. 

The successful management of handicapped 
children in these schools, if they are to be more 
than custodial centers, depends on the concerted 
efforts. of educators, clinicians, researchers, and 
social scientists. The practicing physician has 
an important part to play. Standards for insti- 
tutions and other facilities designed for the care 
and training of the mentally deficient have been 
recommended by the American Academy of 
Pediatrics and are available from its central 
office. The recommendations can be of consider- 
able help to the local physician who has little 
experience in organizing or administering these 
facilities. 
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Thus far, physicians generally have not as- 
sumed the leadership or given a significant 
amount of cooperative effort in this area. This 
situation must be remedied. We cannot permit 
programs so largely medical to be administered 
by nonmedical personnel. Nor should we be 
backward in a moment which so dramatically 
demonstrates the idealism, the public service, the 
helpfulness, and the unselfishness on which the 
medical profession is founded. 

John Lester Reichert, M.D. 


Modern treatment of 
nasal and sinus infections 


The protean manifestations, etiologic factors, 
routes of extension, pathologic differentiation, 
and combinations of clinical pictures of nasal 
and sinus infections are of interest to the gen- 
eralist and the specialist as well. There has been 
no change in the basic knowledge of the impor- 
tance of the anatomical configurations including 
the venous and lymphatic channels, fascial planes, 
foramina, apertures, dehiscences and perineural 
sheaths. Nor have the basic physiologic require- 
ments for a normal functioning nose, both pri- 
mary (respiration, olfaction, air conditioning, 
and phonation) and secondary (humidification, 
temperature adjustment, air cleansing or filtra- 
tion, ventilation, drainage, and its role as a 
resonating chamber) changed. 

The vascular richness of the external as well 
as the internal nose emphasizes its relationship 
to local, systemic, and intracranial infections 
and hemorrhage. The venous channels are open 
and ready to convey organisms from foci around 
and in the nose to the cavernous sinus if ill- 
advised manipulation of even the most innocuous 
looking furuncle is perpetrated. 

While it is true that the anticoagulants and 
antimicrobial agents are usually effective in 
combating what was formally a death-dealing 
complication, cavernous sinus thrombosis, pre- 
vention looms as the most important objective. 
There are few places in the body harboring the 
number of organisms caught up by the vibrissae 
in the vestibule of the nose, supposedly offering 
“the first line of defense” but not against the 
digital onslaught of man. 

The requirements for normal nasal function 
consist of a large surface area (turbinates), a 
moist surface (mucous sheath) and glands which 
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keep it so, ciliary movement, correct heat supp'y 

by cavernous spaces which are neither contra:t 
nor engorged, proper biochemical compositica 
(pH 6.5) of nasal secretion, and an adequa e 
pathway for aeration of the nose. Conditio: s 
which bring about alterations of those norm., 
whether by lowered resistance in the presence «f 
the “cold” which does not clear up, acute infec - 
tions, debilitating, allergic, endocrinological cr 
deficiency diseases, trauma, foreign bodies, dent- 
al infections, swimming, and especially diviny 
may predispose to nasal accessory sinus involv 

ment. Knowledge of the causative factors aid th: 
physician in pin-pointing the therapeutic attack 
to fit the individual patient, supplying the basic 
ingredients of restoring normal nasal aeration 
and adequate drainage, on the premise that 
something more than a bacterial infection is 
involved in such a process. 

Self-diagnosis and treatment, encouraged by 
current advertising technics, oversimplify the 
problem -and frequently lead the patient to 
neglect. Unfortunately, sinal spaces fail to re- 
spond in accordance with schematic representa- 
tion. Medication which is selected to shrink 
tissue frequently has such a rebound reaction 
as to adversely cause mucous membrane to swell 
and further block the ostia leading to the sinuses. 
Other types of medication may interfere with 
normal ciliary activity or alter the biochemical 
composition of nasal secretion. 

Total patient care, supportive and nutritional, 
together with local measures that tend to restore 
normal physiological functions of the nose, are 
in order, for both acute as well as for chronic 
sinus disorders. In the subacute phase, if the 
sinuses (such as the frontal, maxillary, or 
sphenoid) are affected by a suppurative process, 
they may be irrigated though their natural ostia 
or by negative pressure. Frontal and maxillary 
involvement may be ascertained by transillumi- 
nation, but it must be borne in mind that about 
one-third may appear clear (false negatives) and 
yet yield pus or mucopus on irrigation. X-ray 
studies are more conclusive grounds upon which 
to base a diagnosis. Attention is directed to the 
role of dental infections in relation to maxillary 
sinus disease. In such instances both the sinal 
and dental infections require treatment. 

In chronic sinus disease an investigation of 
the systemic factors (allergic states, endocrine 
and dietary imbalance, and general hygiene) and 


Illinois Medical Journal 


the 
sept 
sinu 
loca 
eral, 
ting 
mer 
be 
sucl 
Res 


con 


" 
or 
inv 
ant 
acc 
of 
fro 
ter 
ill: 
pe 
an 
m 
de 
de 
| a 
sk 
i Te 
if 
0 
A 
b 
b 
] 
} 


the local mechanical factors (deviations of the 
septum and polyps) is necessary. Should the 
sinuses not respond to supportive general and 
local therapy, conventional roentgenograms (lat- 
eral, Water’s position, antero-posterior view, sit- 
ting to bring out fluid level) may be supple- 
mented by studies in which filling defects may 
be demonstrated by radiopaques to bring out 
such irreversible changes in the mucosal lining. 
Results of studies may call for a surgical 


consideration. 


The form of surgery depends upon the sinus 
or sinuses affected. So very frequently, sinus 
involvements are multi- rather than unisinal, 
and the therapy to be successful must be directed 
accordingly. Surgical approaches (in a number 
of sittings) may be intranasal (maxillary, 
frontal, ethmoids, and sphenoids can be so en- 
tered) or external (frontal, ethmoids, and max- 
illary [sublabially|]). The external procedures 
permit wide exposure for complete inspection 
and removal of pathologie tissue, including 
mucoceles and osteomas. The presence of polyps 
demands removal of the offending allergen and 
desensitization. Cortisone preparations may have 
a temporary favorable effect upon polyps but 
should not be contemplated as the sole therapy. 
Polyp removal in aspirin sensitive persons may 
result in status asthmaticus. Polyps, especially 
if unilateral, may be of the single choanal type 
originating from the middle meatal area, but if 
fleshy, may be suspected of being the readily 
bleeding angiofibroma or some other type of 
benign or malignant neoplasm. Only the micro- 
scope can answer this question and only then 
can the correct surgical approach be planned. 
Primary surgical adequacy is essential even in 
benign tumors of the nose and nasal accessory 
sinuses. 


Finally, a note of caution which concerns both 
the medical and surgical sides of the sinus prob- 
lem. Unfortunate abuses exist in both areas with 
overtreatment and too much surgery in the pic- 
ture. Naturally, if a patient does not respond 
favorably to adequate nonsurgical therapy, it is 
unwise to overlook the favorable benefits of cor- 
rect surgical management. It is to be hoped 
that all physicians will base their therapy on 


this fundamental knowledge. 
Francis L. Lederer, M.D. 
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The opening wedge 


The American Podiatry Association gave a 
citation to Dr. Morton H. Walker for his re- 
search paper that was delivered at their annual 
meeting. He reported beneficial results with 
Chymar® Ointment in over 97 per cent of 380 
patients troubled with a variety of foot and leg 
disorders. According to a news release from 
Armour Pharmaceutical Company, the condi- 
tions included: corns, calluses, local abscesses, 
allergic dermatitis, inflamed nail grooves, ulcer- 
ation of electrocautery, epidermophytosis, paron- 
ychia, and onychia, insect bites and stings, neu- 
rodermatitis, heel fissures, ulcers of various 
types, small acute wounds, and inflamed bun- 
ions and bursitis. 

Another podiatrist reported on the intra- 
articular injection of Chymar Aqueous in the 
treatment of arthritic joints of the foot and 
toes. He used the same method to treat sprains, 
strains, fractures, and “painful toes of unknown 
causes.” This is what’s known as stereotyped 
symptomatic therapy. 

Sooner or later the foot doctor will reach 
higher and higher, first treating diseases of the 
thigh, then disorders of the perineum followed 
by ailment of the pelvis, abdomen, chest, upper 
extremities, neck, and finally the head. When 
this time comes, some wise guy will announce 
that he is starting a school (or profession) for 
those who want to specialize in corns and calluses 
to help the millions of people suffering from 
painful feet. 


Growth of power 


The policies and procedures used by the Food 
and Drug Administration in reaching decisions 
concerning the acceptance and certification of 
new drugs was carefully studied by a special 
committee. The group selected for detailed study 
29 applications covering 3 preparations of cer- 
tifiable antibodies, 14 of antibiotics classed as 
new drugs, and 12 of other new drugs. This 
sampling, admittedly small, was considered ade- 
quate to provide reasonable conclusions. 

They found that the way the FDA now makes 
decisions was acceptable considering the limita- 
tion of authority, funds, and scientific personnel. 
They found no evidence ef disregard for the 
public health. They concluded, however, that 


363 


tract 
ua e 
tions 
Drm 
ce «of 
nfec- 
al | 
lent- 
viny 
olve 
the 
tack 
asic 
tion 
thai 
| 
by 
the 
to 
re- 
ta- 
nk 
on 
th : 
| 


certain weaknesses inherent in the existing law 
hampered the FDA. In addition, there were 
certain deficiencies in the quality and quantity 
of the data upon which conclusions were reached. 

They recommended that the FDA should be 
given statutory authority: to receive proof of 
the efficacy as well as the safety of all new drugs: 
to require manufacturers of new drugs to main- 
tain records and submit reports of clinical ex- 
perience and other relevant data before and after 
the drug is released for sale; to apply certifica- 
tion procedures to all antimicrobial agents used 
in the prophylaxis and treatment of infectious 
diseases, 

They recognized the importance of preparing 
drugs under the highest standards of quality 
control and recommended proposals to clarify 
and strengthen existing inspection authority and 
to require that all drugs be manufactured and 
packaged under adequate controls. 

They believed also that information supplied 
to physicians concerning drugs should be aeccu- 
rate and complete. The advertising of pharma- 
ceuticals should be more carefully regulated than 
that of products unrelated to the prevention and 
cure of diseases. They also recommended that a 
careful study be given to the problem of co- 
ordinating the supervision of labeling, promo- 
tional material and other advertising of drugs. 
These problems are now divided among several 
agencies of the government. 

The application for a new drug should con- 
tain a summary of the conclusions, the names 
and opinions of those involved, and such other 
data as may be necessary to provide a concise 
record of the basis for the decision. 

There were other recommendations of an ad- 
ministrative nature that will not be mentioned. 

It has been most interesting to watch the FDA 
expand and acquire more power and stature as 
a government agency. It did so by bringing the 
need for reforms before the people through 
publicity. The next step was to select this special 
committee to make the recommendations to the 
secretary of Health, Education and Welfare. In 
many instances the committee goes into the 
meeting “cold” and must be told by the adminis- 

trator what problems exist, how they can be ree- 
tified, and what will be needed to assure enforce- 
ment. Ninety-nine times out of 100 they will 
listen to the bureaucrats because they are closer 
to the problem. 
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The last step requires Congressional action. It 
is here that the citizen gets his opportunity ‘o 
voice an opinion through his congressman. Thi ve 
are many ways legislators alter the original | |! 
to strengthen or weaken the proposal. One of t \e 
meanest tricks is to pass the bill but not to a»- 
propriate the funds to administer it. 

During the past decade the number of. bills 
related to the practice of medicine have increas: d 
steadily. It is an indication of public dissatisfa:- 
tion, greed, or pressure from left wing elements. 
It will affect every physician, and none can con.- 
plain unless he participates in some way to fight 
or support the issues at hand. 


Correspondence 
Dear Dr. Hesseltine : 
WE DID IT! 


With your help and the help of other wonder- 
ful, dedicated people around Illinois, we sue- 
ceeded in getting approval of the Mental Health 
Bond Issue—an accomplishment most profes- 
sional political observers thought impossible. 


I believe that the tremendous majority our Bond 
Issue received demonstrates beyond any doubt 
that the voters of Illinois will recognize their 
responsibilities when they are given the facts. 


You should be proud of the part you played in 
bringing these facts to the attention of the vot- 
ers. Without this, our cause would have failed 
and the 50,000 patients and thousands of dedi- 
cated staff members would again have to face 

without hope—the twin spectres of fire and 
disease, 


I am honored to have been Chairman of this 
Committee. Above and beyond the pleasure of 
success, IT have had the warm and rewarding 
experience of being associated in the best of 
causes with the best of people. My warmest 
thanks. 


Sincerely, 

Arnold H. Maremont, Chairman 
Emergency Committee for 
50,000 
Chicago 
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AT THE EDITOR’S DESK 


COUNTERFEIT DRUGS 


The FDA warned druggists to be on the alert 
for counterfeit drugs. They are frequently de- 
livered to the pharmacy in paper or pliofilm 
bags or other unlabeled containers, usually 
readily distinguishable from authentic whole- 
sale packages. This underground, bootleg type of 
operation is on the increase, Counterfeit Diuril 
and Hydrodiuril have been seized. 

There ix no way to attest to the manufacturing, 
sanitation, and laboratory controls of these drugs. 
Some may have the same strength and purity of 
the drug it counterfeits, but there is no way the 
druggist can be sure. This information is passed 
along to our readers for their information and 


cooperation. 


“HaLr-Way Houses” 


The Veterans Administration is considering 
ihe establishment of more “half way” houses for 
recovering mental patients in communities where 
its hospitals are located. The patient lives out- 
side the hospital while learning to readjust to 
community life. There is some supervision, but 
most of the patient’s activities are at his own 
diseretion. It is most suitable for  schizo- 
phrenics who have been hospitalized for a long 
time. 

The English make use of the half way house 
for all hospital patients who are recovering and 
do not need the care and attention of a battery 
of nurses and other skilled attendants. It is 
economical and rehabilitating. 

The VA also is opening a Day Center at their 
West Side Hospital in Chicago. It will be used 
to help the psychiatrist complete the convales- 
cence of mental patients, aiming at rehabilita- 
tion and resocialization. Tt helps the timid and 
insecure patients who are not quite able to meet 
the outside world. They will live at home and be 
encouraged io bring their lunches. The Day Cen- 
ter will maintain a club atmosphere (without 
the bar and tab to sign —- we hope). 
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Founpation Hosprrat Poses PROBLEM 


The Brain Research Foundation recently took 
over the former Chicago Memorial Hospital on 
the South Side. It will cost $500,000 to remodel 
and equip the building. They expect to use it as 
a center where patients with brain disorders can 
he treated, according to their brochure, “with 
maximal efficiency — where knowledge of the 
hest methods of treatment can be developed, 
tested and taught.” Their field includes the fol- 
lowing brain disorders and related illnesses — 
epilepsy, cerebral palsy, encephalitis, feeble- 
mindedness, insanity, multiple sclerosis, cere- 
bral arteriosclerosis, parkinsonism, drug addic- 
tion, alcoholism, mental retardation, psychosis, 
migraine, and neurosis. 

The aims of this organization are beyond re- 
proach, but their fund-raising propaganda may 
create unfair competition for neurologists, psy- 
chiatrists, and generalists. They cannot adver- 
tize their office as the place “where patients 
with brain disorders can be treated with maxi- 
mal efficiency.” This may be the handwriting on 
the wall for the practicing physician. 


VACCINATION FOR INFLUENZA 


Routine vaccination against influenza for per- 
sons with cardiovascular or pulmonary diseases 
is being urged by the American Heart Associa- 
tion and the U.S. Public Health Service. A study 
of excess mortality during the epidemics of 1957- 
1958 and the first quarter of 1960 indicates that 
ihe excess of deaths occurs among older age 
groups and among those with chronic illness. 
Cardiovascular-renal diseases exacted a heavy 
toll. 

Vaccination is urged also for persons with 
diabetes mellitus and Addison’s disease, for 
pregnant women, and for all persons 65 years or 
older. 

Since influenza epidemics recur in eveles of 
unpredictable periodicity, annual immunization 
for high risk groups is heing recommended. 
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PHARMACEUTICALS 


Riker Laboratories are marketing ULO 
(chlophedianol hydrochloride), a new non-nar- 
cotic antitussive agent. It is promoted as “being 
equal to the narcotics in power to suppress 
cough,” and “one teaspoonful (25 mg.) sup- 
presses cough for 4 to 8 hours...... Thus, one 
bedtime dose will usually carry a patient through 
a night of uninterrupted sleep, an achievement 
thus far unobtainable from non-narcotic anti- 
tussives.” 

Time will tell. 


Searle recently introduced Lomotil, which is 
claimed to be an entirely new therapeutic 
entity for the control of both acute and chronic 
diarrhea. It inhibits excessive gastrointestinal 
propulsion. It is structurally related to some 
narcotic drugs and requires a narcotic order 
form. 

In addition, Probital is Searle’s new rational 
gastrointestinal antispasmodic. It is a brand of 
propantheline bromide with phenobarbital. Ac- 
cording to our calculations, Probital is a new 
name for the old standby, probanthine with 
phenobarbital. 


Enduron (methyclothiazide) is Abbott’s new 
entry into the oral diuretic field. They claim the 
new drug has a duration of effect of at least 24 
hours, thus affording satisfactory therapy with 
just one dose daily. In addition, 10 mg. pro- 
duces as great a natruresis as the peak effect of 
any benzothiadiazine. The usual adult dosage 
ranges from 2.5 to 10 mg. once daily. For the 
maintenance of an edma-free state or ds an ad- 
junct in the management of hypertension, 2.5 
to 5 mg. once daily usually is sufficient. 


From THE ACS ConaGreEss 


More on automation: An automative device 
that permits rapid measurement of blood volume 
was described at the recent clinical congress of 
the American College of Surgeons. As usual, it 
does the job faster and better than the manual 
techniques now in common use. 

Two new lightweight surgical masks were 
shown at the same meeting. The masks are made 
by the Minnesota Mining and Manufacturing 
Company, and are said to be capable of 90 per 
cent bacteria filtration. Both are made in a single 
size to fit any face and are disposable. 
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How Frevup’s Lisprary Reacuep U.S. 


The story of how Sigmund Freud’s library 
was whisked out of occupied Vienna in 1939 
after he had fled Austria is recounted in ‘Tie 
Stethoscope, publication of Presbyterian Hos- 
pital in New York. The collection of 814 titles 
is part of the library of the New York Stave 
Psychiatric Institute of Columbia-Presbyterian 
Medical Center. 

In July, 1939, the late Dr. Jacob Shatzky, 
the institute’s librarian, read in a_bookseller’s 
catalogue “Books and Pamphlets on Neurology 
and Psychiatry. . .brought together in nearly 50 
years by a famous Viennese scientific explorer 
. . . reduced total price is 1,850 German 
marks.” 

The astute Dr. Shatzky surmised that the 
Nazis would destroy all that belonged to Freud 
because he was a Jew and a psychoanalyst and 
that one of the occupying force saw a chance to 
make some money. He hurriedly sent off a check 
and directed the bookseller to emblazen the pack- 
ing crates with swastikas to discourage German 
officials from checking contents as they passed 
through occupied territory before shipment. 

Dr. Shatzky’s gamble worked. In September 
when he opened the crates, he found many books 
so rare that they are unobtainable. Freud had 
put his signature in 54 of them, and many others 
bear marginal notes in his handwriting. 

The collection is maintained in a wood-pan- 
eled, six by ten foot room endowed by the late Dr. 
A. A. Brill, Freud’s English translator. 


TUBERCULAR TESTING 


Hospital admission films have not become a 
routine procedure even though the practice was 
pushed by some authorities. It is just as well, 
considering the current and past medical con- 
cern on radiation exposure. 

On the other hand, there is no doubt that 
routine chest x-rays of those admitted to the 
average general hospital would uncover cases 
of active and suspect tuberculosis as well as other 
chest abnormalities. According to Dr. George 
T. Wohl of Philadelphia, the yield of unsus- 
pected cases would be four to eight times higher 
in this type of survey than in those conducted 
by the community. This could be done safely 
provided good radiation protection practices 
were followed. One exception, mentioned by Dr. 
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\Vohl, is the routine chest x-ray in children, Skin 
‘esting offers a better way to detect early tuber- 
culosis in this group. 


‘TRANSLATING MAIMONIDES 


Dave Meade of the Chicago Daily News carried 
a story on the medical manuscripts of Maimoni- 
des, great Jewish philosopher-theologian-phy- 
sician of the Middle Ages. Dr. Morris Fishbein 
and other interested parties are promoting a 
project to have these manuscripts translated in- 
to English and modern Hebrew. This monumen- 
tal job should throw new light on medical his- 
tory and research. 


MoBILES 


We love catalogues, and the latest, “Mobility 
is the Answer,” demonstrates the various pro- 
duets of Medical Coaches, Ine. This company 
brings Health-on-Wheels® in a variety of mobile 
units varying from ambulances to diagnostic cen- 
ters. Their Imperial, for example, is a custom 
built trailer, 43 feet long and 8 feet wide. It 
houses an examination center, including space 
and equipment for a complete physicial examina- 
tion, vision and hearing testing, tonometry, 
electrocardiogram, chest x-ray, and a completely 
equipped laboratory. They also have special 
trucks for dental clinics and veterinarians and a 
mobile dispensary for government physicians in 
the Indian Service. 

A country doctor or traveling specialists might 
get an idea or two from this catalogue. 


Yum-Yum 


Adolph’s research laboratories have discovered 
three new seasonings that may help the low 
sodium dieter. They are a seasoned salt substi- 
tute and garlic salt and onion salt substitute. 


WARNING LABEL FOR DIHYDROSTREPTOMYCIN 


New labeling requirements to assure the safe 
parenteral use of dihydrostreptomycin were pro- 
posed by the FDA. The outside wrapper or con- 
tainer would bear the statement “Warning: For 
use in patients who cannot tolerate strepto- 
mycin.” This is done because of the drug’s poten- 
tiality for causing delaved deafness. Severe audi- 
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tory damage has been reported following a total 
parenteral dose of as little as two to five grams 
of dihydrostreptomycin. The damage may be de- 
layed for weeks or months but is permanent when 
it develops. 

Mixtures of dihydrostreptomycin and strepto- 
mycin should be administered only to patients 
having tuberculosis amenable to treatment with 
one or both of the drugs, but who cannot tolerate 
full doses of streptomycin. 


SCHIZOPHRENIA AND HEREDITY 


The incidence of schizophrenia in the general 
population is 0.85 per cent, but in the family 
ot the schizophrenic the incidence is dramatical- 
ly higher. In siblings, for example, it is 14.2 per 
cent, whereas in identical monozygotic twins it 
is 86.2 per cent. When one parent has the con- 
dition, the incidence in children is 9.1 per cent ; 
53 per cent when both parents have it. 


More Time PROFESSORS 


There is a definite trend toward a larger pro- 
portion of full time faculty in medical schools 
in a continuing effort to elevate standards of 
medical education. In 1951 one out of every 
four faculty members held a full time appoint- 
ment. In 1960 the proportion increased to one 
in three. According to Datagrams, full time 
refers to geographic as well as strict full time. 
The numbers increased from 4,000 to 11,000, 
while the number of medical schools increased 
from 79 to 85. But despite the increase there re- 
mained 655 budgeted unfilled full time faculty 
positions. 


Doctors’ PENSION PLAN 


Two midwest groups were able to devise pen- 
sion plans that were approved by the District 
Director, Springfield, Illinois. According to a 
recent news release on Prentice-Hall Doctor’s 
Tax Report, the physicians employed themselves 
and put part of their income into “cold storage” 
— tax free — to be taken out when their need 
will be greater and the tax bite smaller. 

Physicians cannot incorporate, but these 
clinic physicians set up their professional prac- 
tice so that it will be taxed as a corporation. The 
physicians became employees of the clinic. Ac- 
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cording to the release, the government reasons 
“what looks and acts like a corporation should 
be taxed as a corporation.” 

Our recommendation for others: Get expert 
assistance before you decide to form a group for 
the sake of a pension plan. 


Two ARE BetrerR THAN ONE 


Army supported studies conducted by Dr. 
Alf 8. Alving of the University of Chicago have 
demonstrated that a combination of chloroquine 
and primaquine is more effective against malaria 
than the drugs used separately. The combination 
tablet will be used in Korea, where it should 
receive adequate testing. The new treatment 
procedure for military personnel in malarious 
areas will be the administration of one of the 
new tablets each week. 


ANTICOAGULANTS AND INFARCTIONS 


A group from the cardiovascular department 
of Pennsylvania Hospital in Philadelphia have 
seen 20 cases in which acute myocardial in- 
faretion recurred following the abrupt with- 
drawal of oral anticoagulant therapy. Bishy- 
droxycoumarin was used most frequently. They 
conclude that anticoagulant therapy after clini- 
cal recovery should be maintained in the average 
patient for at least 6 to 8 weeks after ambulation. 
But when therapy is to be withdrawn, the dosage 
should be reduced very gradually, preferably 


CHOLESTEROL AND CoRONARY HEART DISEASE 


It may take another decade to settle the re- 
lationship between high blood cholesterol levels 
and coronary heart disease. There appears to 
be mounting evidence on the therapeutic side 
that once a heart attack occurs, there seems to 
be no relationship between survival and the con- 
centration of fats in the blood. Dr. Robert D. 
Roe of Toronto followed a group of 120 male 
survivors of coronary thrombosis free of other 
complicating diseases. Sixty per cent were alive 
at the end of five years, and the survival rates 
were identical in those with high and those with 
low cholesterol levels. 


over a period of 4 weeks or longer. They also 
advise weekly prothrombin times to guide the 
reduction of dosage. 


HYPOALLERGENIC PILLOW 


A new urethane foam bed pillow, which is 
washable and hypoallergenic, is now available for 
those allergic to dust, feathers, and kapok. It 
can be washed easily in the home laundry, is 
extremely resilient, moth proof, mildew proof 
and odorless. The pillow will be marketed under 
the name of “Slumber Rest” and the manufac- 
turers want us to know that “the sleeper doesn’t 
wake up with a pain in the neck.” 


IMPLANTED Pace MAKER 


A miniaturized electronic cardiac pacemaker, 
completely implanted beneath the skin, has been 
used successfully on patients with complete 
heart block. The device, including its batteries, 
is the size of a pocket watch and has an estimated 
lifetime in excess of five years. 


JretT SAFELY 


During the past eight years the passenger 
death rates in United States scheduled airlines 
were less than 1 per 100 million passenger miles. 
There have been no deaths among passengers of 
jet planes since they were put into service nearly 
two vears ago. 


In science, read by preference the newest 
works; in literature, the oldest. The classics are 
always modern. — Lord Lytton 


Many have no happier moments than those 
that they pass in solitude, abandoned to their 
own imagination, which sometimes puts sceptres 
in their hands or miters on their heads, shifts 
the scene of pleasure with endless variety, bids 
all the forms of beauty sparkle before them, and 
gluts them with every change of visionary lux- 
ury. —- Johnson 
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ANNOUNCEMENTS 


Cardiovascular seminar 


The annual Cardiovascular Seminar, sponsored 
by the Northeast Florida Heart Association, 
will be held at the Prudential Auditorium in 
Jacksonville January 26 through 28, 1961. 

The participating physicians are Dr. William 
Dock, professor of medicine, New York State 
University; Dr. Lewis Dexter, assistant profes- 
sor, Harvard University Medical School; Dr. 
Milton Rosenbaum, professor and chairman, 
department of psychiatry, Albert Einstein Col- 
lege of Medicine; Dr. Richard Ebert, professor 
and chairman, department of medicine, Univer- 
sity of Arkansas School of Medicine. 

Further details and programs may be obtained 
by writing Daniel R. Usdin, M. D., President of 
the Northeast Florida Heart Association, 1628 
San Marco Blvd., Jacksonville 7. 


ACOG elects new president 


Dr. Nicholson J. Eastman, Baltimore, was 
chosen president elect of the American College 
of Obstetricians and Gynecologists at their Octo- 
ber meeting in Chicago, filling the vacancy creat- 
ed by the death last April of Dr. Herbert E. 
Schmitz, Chicago. Dr. Eastman has been pro- 
fessor of obstetrics at Johns Hopkins University 
and obstetrician-in-chief to the Johns Hopkins 
Hospital for the past 25 vears. 


Course in radiation physics 


Again this year all interested physicians may 
register in the annual course in radiation phy- 
sics for residents in radiology at the hospitals 
associated with Northwestern University Medi- 
cal School. 

It will be given on Monday evenings 6:45 to 
9:00 p.m. January 2 through May 15, 1961, at 
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Veterans Administration Research Hospital, 
333 E. Huron St., Chicago. 

The tuition fee for residents is $25; for phy- 
sicians, $50. Applications should be sent to 
Registrar, Northwestern University Medical 
School, 303 E. Chicago Ave., Chicago 11. 


Edward Loveland dies 


Edward R. Loveland, Philadelphia, died Octo- 
ber 23 at the age of 67. He was the executive 
secretary of the American College of Physicians 
from 1926 until he retired last January, and the 
only layman ever made an honorary fellow of 
the organization. 


PHS creates state services positions 


Three U.S. Public Health Service positions 
have been created. 

Dr. James M. Hundley, as an assistant sur- 
geon general, will take up responsibilities in the 
areas of field relationships with regional medi- 
cal directors, of health mobilization, and of in- 
ternational health. 

Mr. Harry Hanson and Dr. Aaron W. 
Christensen have been named associate chiefs of 
the service’s Bureau of State Services, with the 
rank of assistant surgeon general. Dr. Hanson 
will function in the area of environmental health 
activities, and Dr. Christensen will be concerned 
with community health services. All three are 
career officers. 

Surg. Gen. Burney stated that creation of the 
three new positions is consistent with the rec- 
ommendations of the Study Group on the Pub- 
lie Health Service Mission, which urged a 
strengthening of the service’s top administrative 
structure, “together with greater emphasis in 
leadership and coordination of the Service’s 
increased activities in both environmental health 
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and in comprehensive health services in States 
and local communities.” 


PG course in basic metabolic 
problems 


This course will be held in the auditorium of 
the School of Medicine, Louisiana State Univer- 
sity, New Orleans, January 18 through 20, 1961, 
with headquarters at the Jung Hotel. 

It is being presented by the American Diabetes 
Association in cooperation with the schools of 
medicine of Louisiana State University and 
Tulane University. Dr. T. S. Danowski, Pitts- 
burgh, is chairman of the committee and 
director of the course, and Dr. Daniel W. Hayes, 
New Orleans, chairman of the local committee. 
Twenty-four distinguished teachers from 
throughout the country constitute the faculty. 

The January 18 sessions will take up “Clinical 
Aspects of Lipids.” The faculty will be Dr. 
Danowski, Dr. Edward H. Ahrens, Bethesda, 
Md., and Drs. Irving Graef, New York City; 
Marvin D. Siperstein, Dallas; Albert E. Renold, 
Boston; David Kritchevsky, Philadelphia; and 
Campbell Moses, Pittsburgh. 

Other sessions will take up “Special Prob- 
lems in Clinical Diabetes,” “Seminars on Cur- 
rent Problems in Diabetes,” “Diabetes as a Bio- 
logical Spectrum: Pathogenesis and Manifesta- 
tions,” and “Tools for the Regulation of Dia- 
betes Mellitus.” The final afternoon will be de- 
voted to “Syndromes Related to Diabetes Mel- 
litus” and a clinical pathological conference. 

The three-day course is open to physicians. 
The fee is $40 for members of the American 
Diabetes Association and $75 for nonmembers. 
The American Academy of General Practice will 
give 17 hours of Category II credit for the 
course. 

Additional data and registration forms may 
be secured from the American Diabetes Associa- 
tion, 1E. 45th St., New York 17. 


Federal grants for research in aging 


Four Illinois institutions have received feder- 
al grants totaling $64,211 for research in various 
aspects of aging. This is part of 94 grants total- 
ing $1,869,027 made to 29 states, Districts of 
Columbia, Canada, England, and Israel. Awards 
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were made on recommendations to the Surgeon 
General by eight National Advisory Councils. 
The grants are part of a continuing National 
Institutes of Health program of study into the 
health-related characteristics of the aging pro- 
cess. Illinois grants are as follows: 

University of Chicago, $15,327 for studies on 
pulmonary vascular resistance; and $16,939 for 
age norms and socialization in adulthood. 

University of Illinois, College of Pharmacy, 
$12,351 for host-contaminant biology of certain 
diptera. 

Roosevelt University, $8,197 for effects of 
early and late brain lesions on audition in the 
cat. 

Northwestern University, $11,397 for phy- 
siological correlates of geophysical fluctuations. 


PG course in ophthalmology 


The Frank E. Bunts Educational Institute 
will present a postgraduate course in Newer 
Developments in Opthalmology December 7 and 
8 in the North Clinic Building. Staff members 
of the affilated Cleveland Clinic Foundation will 
be assisted by several guest speakers: Victor A. 
Barnes, M.D., Brigadier General (USAF) Re- 
tired; Charles D. Regan, M.D., Boston; and C. 
Dwight Townes, M. D., Louisville. 

The registration fee is $30. 


1961 college film contest 


The Committee on Motion Pictures of the 
American College of Chest Physicians is interest- 
ed in learning about new films on diseases of the 
chest (heart and lungs) for possible presenta- 
tion at its annual meeting in New York next 
June. Films accepted for presentation are 
eligible for the 1961 Film Contest. The com- 
mittee is also interested in reviewing new motion 
pictures for inclusion in its approved film list. 

Physicians are invited to forward all pertinent 
information concerning their films to Dr. Paul 
H. Holinger, Chairman, Committee on Motion 
Pictures, American College of Chest Physicians, 
112 E. Chestnut St., Chicago 11. 

Winners of the 1960 College Film Contest are: 
First Prize: Michael E. DeBakey and George 

C. Morris, Jr., department of surgery, Baylor 
University College of Medicine, Houston, 
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“Fusiform Aneurysm of Aortic Arch, Re- 
section and Replacement with Dacron Graft.” 

Special Award: United States Air Force, 
Robert B. Stonehill, Lt. Col., MC, USAF, 
technical advisor, Lackland Air Force Base, 
Texas, “Air Travel and the Cardiopulmonary 
Patient.” 

Honorable Mention: Chuzo Nagaishi, Tuber- 
ulosis Research Institute, Kyoto University, 
Kyoto, Japan, “Direct Intracavitary Insuffla- 
tion with Chemotherapeutic Agent Using 
Metra’s Catheter via Tracheo-Bronchial 
Route.” 

Honorable Mention: Theodore H. Neohren, 
University of Buffalo School of Medicine and 
Buffalo General Hospital, “Intermittent Posi- 
tive Pressure Breathing (IPPB/1)—Its 
Clinical Application and Administration.” 


PG course in forensic pathology 


A postgraduate short course, “Forensic Patho- 
logy,” will be held at the Armed Forces Insti- 
tute of Pathology, Washington, D. C., January 
23-27. This course is designed to familiarize 
military and civilian pathologists with the prob- 
lems of legal medicine and the role of the gener- 
al pathologist in their solution. The material 
will be presented by specialists in the field of 
legal medicine through lectures and discussions, 
slide review, movies, and closed circuit TV. Ap- 
plications from civilian physicians should be for- 
warded six weeks prior to the opening date of the 
course to the Director, Armed Forces Institute 
of Pathology, Washington 25, D.C. 


Fund to train leaders in nursing 


The National Fund for Graduate Nursing 
Education has been established to give graduate 
nursing education programs the urgently needed 
support to train teachers and leaders of bedside 
nurses, 

A recent study by Columbia University re- 
vealed that masters degree programs in nursing 
cost the enrolling institution an average of 
$2,500, one third of which is met by tuition. 

Less than 2 per cent or 7,000 of the 460,000 
active nurses in the United States hold masters 
degrees to qualify them for teaching, adminis- 
trative, or leadership positions. It is estimated 
that 60,000 nurse leaders are required for a 


for December, 1960 


nursing corps of 460,000. The 30 accredited 
graduate nursing education programs in 17 
states and the District of Columbia grant mas- 
ters degrees to 1,100 nurses per year; the need 
is four times that number. Illinois does not 
have an accredited graduate nursing program in 
its schools of nursing. 

George F. Smith, president of Johnson & 
Johnson, is president of the fund. Headquarters 
is 280 Madison Avenue, New York 17. 


Traineeships in radiation research 


The Bowman Gray School of Medicine is 
beginning a training program in radiation 
biology and cancer related research. One, two, 
and three year traineeships at predoctoral and 
post-doctoral levels are being offered to research 
oriented persons in the basic and _ clinical 
sciences. Stipends range from $1,800 to $8,000. 

It is believed that this training program re- 
presents an excellent opportunity for young men 
interested in research to learn radiation method- 
ology and tracer techniques. The first vear trainee 
will be expected to spend a good part of his time 
in the laboratory learning the techniques. 

He will work with a preceptor or a group of 
preceptors. Second and third year trainees will 
be given the opportunity to do more advanced 
and independent research, employing radiation 
methods in his own chosen field of interest. 

Applications are being accepted now for 
beginning in January of 1961, and will be ac- 
cepted until April 15, 1961, to begin July 1, 1961. 
All inquiries may be directed to Donald J. Piz- 
zarello, Executive Director, Radiation Biology 
and Cancer Related Research Training Program, 
Bowman Gray School of Medicine, Winston- 
Salem, N.C. 


Medical history of war offered 


Many of the medical lessons learned during 
World War I had to be relearned under fire dur- 
ing World War II because of paucity of distribu- 
tion of the World War I medical history. 

Lieut. Gen. Leonard D. Heaton, The Army 
Surgeon General, in an endeavor to prevent this 
costly relearning process, in the unhappy event of 
another war, has directed the publication and dis- 
tribution of the “History of the Medical Depart- 
ment, United States Army, in World War IT.” 
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Of the 48 volumes programmed for the series, 
15 have been published and can be purchased 
from the Superintendent of Documents, Govern- 
ment Printing Office, Washington 25, D.C. The 
set of 15 volumes may be purchased for $66.50; 
single volumes, from $3.50 to $6.25. Command- 
ing officers of medical units may requisition 
copies for their Medical Units libraries by sub- 
mitting DA Form 17 directly to the Historical 
Unit, U.S. Army Medical Service, Washington 
12, D.C., ATTN: Promotion Branch. 
Volumes now available and their editors or 
authors are: 
“General Surgery,” edited by Michael E. BeBakey, 
M.D. 
“Neurosurgery,” Volume I (Head Injuries), edited by 
R. Glen Spurling, M.D., and Barnes Woodhall, M.D. 


“Neurosurgery,” Volume II (Spinal Cord and Peri- 


pheral Nerve Injuries), edited by R. Glen Spurling, 
M.D., and Barnes Woodhall, M.D. 


at the Sherman 


Don’t Forget to Mark Your Calendar for 
The 121st Annual Meeting of the 


ILLINOIS STATE MEDICAL SOCIETY 


May 14 through 18, 1961 


“Hand Surgery,” edited by Sterling Bunnell, M. D. 

“Ophthalmology and Otolaryngology,” edited by M 
Elliott Randolph, M.D., and Norton Canfield, M.D. 

“Orthopedic Surgery, European Theater of Operations,” 
edited by Mather Cleveland, M.D. 

“Orthopedic Surgery, Mediterranean Theater of Op- 
erations,” Oscar P. Hampton, M.D. 
“Physiologic Effects of Wounds,” edited by Fred W. 
Rankin, M.D., and Michael E. DeBakey, M.D. 
“Vascular Surgery,” edited by Daniel C. Elkin, M.D. 
and Michael E. DeBakey, M.D. 

“Cold Injury, Ground Type,” Tom F. Whayne and 
Michael E. DeBakey, M.D. 

“Dental Service,” George F. Jeffcott, D.M.D. 

“Environmental Hygiene,” James Stevens Simmons, 
M.D., and others. 

“Personal Health Measures and Immunization,” John 
E. Gordon, M.D., Tom F. Whayne, M.D., and others 

“Communicable Diseases,” Volume IV, John E. Gordon, 
M.D., Joseph Stokes, M.D., and others. 

“Hospitalization and Evacuation, Zone of Interior,” 
Clarence McKittrick Smith. 


Hotel, Chicago 
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NEWS of the STATE 


County 


Cook 


Heaps Hearr Funp Drive. Dr. Louis N. 
Katz, Chicago, director of the department of 
cardiovascular research at Michael Reese Hos- 
pital and a former president of the American 
and the Chicago Heart associations, has been ap- 
pointed general campaign co-chairman of the 
1961 Chicago Heart Fund Campaign. 

Dr. Katz will help direct the drive for $1,350,- 
000, an increase of $137,000 over last year, for 
further expanding the association’s efforts direct- 
ed at the control and prevention of heart 
disease, 


HospviraL OFFICERS. The medical staff 
of the Sydney R. Forkosh Memorial Hospital 
at their first meeting of the 1960-61 year elected 
the following physicians as officers: Benjamin 
Dubrow, president: William EK. Holtz, vice presi- 
dent; Fred Breiner, treasurer; Ralph Gradman, 
secretary. 


Execrep, Dr. Loyal Davis, professor and 
chairman of surgery in the Northwestern Univer- 
sity Medical School, was named chairman of the 
regents of the American College of Surgeons for 
1960-61 at their October meeting in San Fran- 


cisco. 


MepicaL CAREER CONFERENCE. The Univer- 
sity of Chicago held its second annual Medical 
Career Conference November 12. Promising 
students from 75 high schools in the Middle 
West, most of them from the Chicago area, at- 
tended. 

Accompanied by 50 of their science teachers, 
they were shown 15 sets of demonstrations on 
basie science and clinical medicine. Fifty univer- 
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sity doctors took part in the conference designed 
to help the students make decisions about their 
careers. 

The group heard discussions: Dr. Lowell T. 
Coggeshall, vice president for medical affairs, on 
medicine on the national scene; Alan Simpson, 
dean of the college, on undergraduate education ; 
and Dr. William R. Barclay on preparation for 
a career in medicine. 

The students also witnessed an actual clinical 
pathological conference establishing a diagnosis 
of a difficult lung case. 


Dr. CoGGEsHALL RECEIVES Awarpb. Dr. Low- 
ell T. Coggeshall, vice president of the Univer- 
sity of Chicago and professor of medicine, re- 
ceived the 1960 Pharmaceutical Manufacturers 
Association’s Annual Award for outstanding 
basic contributions in medicine December 13 in 
New York. 

Dr. Coggeshall’s achievements range from at- 
tainment of an international reputation as an 
expert in tropical diseases to supervision of un- 
precedented expansion of the university’s medi- 
eal education, hospital, clinical, and research 
activities. 

During World War II he served the military 
services in advisory and technical capacities, and 
more recently has held special posts with the 
federal departments of State and Health, Educa- 
tion and Welfare. 

Dr. Coggeshall is a member of the Board of 
Health, chairman of the Citizens Advisory Com- 
mittee to the Coroner of Cook County, and a 
member of the boards of directors of a number 
of medical and scientific institutions. 


Service Leacur’s CHRIStMAS PROGRAM. 
Service League Volunteers have brought the 
holiday spirit to paraplegics and many other 
patients at Chicago’s Wesley Memorial Hospital 
through a program that keeps them busy making 
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something for themselves and their families. 
Patients turn out wreaths made with fir boughs, 
cones, fruit, and ribbons; Christmas stockings ; 
lighted Christmas trees; and corsages made from 
their own bouquets or from cones and _ berries. 


Patients and Volunteers at work on Christmas 
wreaths as part of the Service League’s program. 


Year-round projects include leather lacing 
and tooled billfolds, key cases, and mocasins; 
weaving and sewing; making dolls, baby bon- 
nets, jewelry, and ceramics. 

The Service League finances the program. 
It manages the hospital Gift Shop which, over 
the past two years, has provided $50,000 for 
research and $4,000 for arts and crafts. 


Dr. RotHMan Retires. Dr. Stephen Roth- 
man, professor of dermatology and head of this 
section of the department of medicine at the 
University of Chicago since 1942, has retired. 

As professor emeritus he will continue re- 
search work in Argonne Cancer Research Hos- 
pital, operated by the University of Chicago for 
the Atomie Energy Commission. 

Dr. Rothman came to Chicago in 1938 from 
Budapest, where he had headed the dermatologi- 
cal and venereological out-patient clinic of the 
Institute for Social Medicine. 

His volume “Physiology and Biochemistry of 
the Skin,” published in 1954, is considered a 
classic in its field. 

Among Dr. Rothman’s basic research contribu- 
tions are demonstrations of the mechanisms of 
autonomic cutaneous axon reflexes, studies of 
melanin pigmentation, and findings regarding 
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screening action of para-aminobenzoie — acid 
against sunburn. 

He has served as chairman of the subcom- 
mittee on the cutaneous system of the Medical 
Research Division of the National Research 
Council and chairman of the Committee on Cos- 
metics of the American Medical Association, 
among many offices. 


Society Passes RESOLUTION ON Foreign 

TERNES AND ReEstpENTs. The South Chicago 
Branch of the Chicago Medical Society has taken 
cognizance of the plight of community hospitals 
where they believe the interne shortage has be- 
come acute and where the greatest number of 
patients are cared for. The situation had been al- 
leviated to a degree by appointment as internes 
and residents graduates of foreign medical schools 
in the United States as exchange students under 
State Department programs. The society believes 
that their absence reduces the quality of medical 
care in the hospitals. 

Therefore, the society has passed a resolution 
recommending that the present manner of selec- 
tion of graduates of foreign medical schools to 
serve as internes and residents be reviewed. They 
further recommended that “the serious problems 
created by their absence from a great majority 
of our community hospitals should become a 
matter of intense interest and study to our medi- 
cal societies at local, state, and national levels in 
order to bring about a satisfactory solution of 
this very critical and urgent problem.” 


DIABETES ASSOCIATION AWARDS FELLOW- 
sHips. Two new fellowships for research in dia- 
betes and basic metabolic problems under an 
established investigator have been awarded by 
the American Diabetes Association. One of the 
recipients is Dr. John A. Colwell, Chicago. He 
will work with Dr. Arthur R. Colwell, Sr., in 
the department of medicine, Northwestern Uni- 
versity Medical School, on the effects of various 
substances on insulin secretion in the unanes- 
thetized dog. 

The postdoctorate fellowships range from 
$4,500 to $6,500 a vear. 


Dr. Bropy Opens Forest Pro- 
GRAM. Eugene B. Brody, M.D., opened the third 
annual Forest Hospital Scientifie Program at 
Forest Hospital, Des Plaines, on October 26, with 
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a lecture on “The Freudian Theory of Psychosis : 

Implications for Therapy.” 

The entire 1960-61 program, consisting of 
once-a-month, Wednesday night lectures from 
8-10 o’clock, October through June, will be de- 
voted to “Therapy of the Schizophrenic.” Ad- 
mission is free and open to all professional per- 
sons, 

The program through February is as follows: 
Nov. 22—The Prisoner’s Dilemma and the 

Schizophrenic Family,’ Gregory Bateson, M. 

A., Stanford University. 

Dec. 28-—Federn’s Concepts and Their Ap- 
plicability to the Understanding and 'Treat- 
ment of the Schizophrenic,” Edoardo Weiss, 
M.D., Chicago. 

Jan. 25—“Identity and the Therapy of Schizo- 
phrenia,” Catherine L. Bacon, M.D., ‘Temple 
University. 

Feb. 22—“Outpatient Treatment of Borderline 
Schizophrenics: Handling of Emergencies,” 
Melitta Schmideberg, M.D., New York. 


HospitaL Depicares RESEARCH BUILDING. 
Presbyterian St. Luke’s  Hospital’s Jelke 
Memorial Building for medical science and re- 
search was dedicated November 2. It is named 
for the parents of John F. Jelke, Jr., retired 
Chicago manufacturer, who contributed $1 mil- 
lion toward its construction. 

Nine floors have been completed, and six ad- 
ditional floors will be added when necessary funds 
are available. The third, fourth, fifth, and 
eighth floors will be occupied by laboratories; 
the sixth floor houses eight surgical operating 
facilities, bringing the hospital’s total number 
of operating rooms to 25. The seventh floor con- 
tains surgical observation galleries and_ staff 
quarters. Mechanical equipment for the building 
is installed on the ninth floor. The first and 
second floors will become a part of new out- 
patient facilities when construction is com- 


pleted. 


GROWTH OF MepiIcINE Lectures. This series 
of lectures is being given by Northwestern 
University from January through March, 1961, 
from 8 to 9 a.m. in the Ward Building, Room 
641. The program through February is as fol- 


lows: 
Jan. 11—“Medieval Medicine: Pre-Christian 


Fabric and Present-Day Remnants,” Barry 
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J. Anson, PhD., Rea Professor of Anatomy at 

the University. 

Jan. 18—“Resolved; That the Hippocratic Oath 
be Revised,’ Max Samter, M.D., associate 
professor of medicine, University of Illinois 
College of Medicine. 

Jan. 25—“The History of Gynecology,” Abra- 
ham F. Lash, M.D., clinical professor of ob- 
stetrics and gynecology, University of Illinois 
College of Medicine. 

Feb. 1—“Surveys of Medical Education,” Rich- 
ard H. Young, M.D., dean, Northwestern 
University Medical School. 

Feb, 8-—“Historical Developments of Medical 
Administrative Problems in the Hospitals,” 
Mr. Kenath Hartman, superintendent, Wes- 
Jey Memorial Hospital. 

Feb. 15—*The Development of Our Knowledge 
of Penicillin,’ Robert C. Levy, M.D., assistant 
professor of Medicine, Northwestern Univer- 
sity Medical School. 

Feb, 22—-"The History of Hemophilia with 

Special Reference to the Royal Families of 

Europe,” Carroll Birch, M.D., professor of 

medicine, University of Illinois College of 


Medicine. 


De Kalb 


Dr. Carl Edward Clark, Sycamore, was named 
to serve a three-year term on the physician- 
advisory board of the American Association of 
Medical Assistants at their annual meeting in 
Dallas in October. 


Kane 


Newly elected officers of the Kane County 
Medical Society are Dr. H. W. Bruskewitz, El- 
gin, president; Dr. William K. Ball, Aurora, 
vice president; and Dr. Joseph L. Bordenave, 
Geneva, secretary-treasurer. They will be in- 
stalled at the society’s January 11 meeting at 
6:30 p.m., Dunham Woods Riding Club. 


Kankakee 


Dr. Robert J. Ryan, assistant professor of 
medicine, chief of endocrinology, University of 
Illinois College of Medicine, spoke to the 
Kankakee County Medical Society on October 
24 on “Thyroid Nodules.” . 
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Ogle 


The Ogle County Medical Society has selected 
Dr. Robert M. Cager, Oregon, as president and 
Dr. Franklin D. Swan, also of Oregon, as secre- 
tary for the coming year. 


Randolph 


Dr. C. O. Boynton, Sparta, was recently hon- 
ored with a parade and ceremonies commemorat- 
ing him as the oldest physician in Randolph 
County. It was attended by Boynton babies rang- 
ing in age from 2 to 60, The 84 year old physi- 
cian, who started practice in 1897 in a horse and 
buggy, again rode in one during the parade down 
Sparta’s main street. 


Vermilion 


The Vermilion County Medical Society has 
approved use of the upper floor of the Tubercu- 
losis Sanatorium in Danville for care of the aged, 
if it can be worked out on a simple basis. A 
letter was sent to the Commercial News refuting 
an editorial 10 days earlier that incorrectly 
stated the society was opposed to such use of the 
sanitorium. 


Tor INTEREST FOR TOPS. The meeting began 
at 9:15 p.m., and the enthusiastic audience, 
together with the speaker, was asked to leave two 
hours later by the janitor who had to close the 
building. 

This is the measure of the interest in “Psy- 
chotherapeutic Approach to Dieting and Obesi- 
ty,” a lecture given by Dr. Angelo P. Creticos, 
Chicago, before 125 Debu-TOPS (Take Off 
Pounds Sensiblvy) in Skokie November 3. 

The meeting was held in the Niles Adminis- 
tration Building. The 45 minute lecture was 
followed by a question and answer period brought 
to an end only by the city administration’s ruling 
to close the building at 11 o’clock. 

The lecture was arranged by the Committee 
on Postgraduate Medical Education and Scien- 
tifie Service, Illinois State Medical Society. 


Winnebago 


Dr. J. Howard Maloney, who has practiced 
medicine in Rockford since 1914, was named in 
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October the outstanding general practitioner in 
Winnebago County. The Bulletin of the Winne- 
bago County Medical Society calls him a medical 
statesman of the highest order. He has been pres- 
ident of the county medical society, Illinois State 
Medical Society (1932), St. Anthony’s Hospital 
staff, and the Winnebago County ‘Tuberculosis 
Association. For many years he was on the state 
society’s Committee on Postgraduate Education, 
was on the Board of Directors of the Illinois 
Hospital Service, and the Medical Surgical 
Service of Illinois, and has been medical director 
of the Rockford Municipal Sanitorium. 

Dr. Maloney has been very active in Civic 
affairs also, and as a hobby cultivates roses. His 
friends and associates admire his great wit and 
humor retained over nearly 50 vears of medical 
practice. 


General 


Appoint committee to implement Mills Bill 


The Council of the Illinois State Medical 
Society has appointed an ad hoe committee to 
study the Kerr-Mills Bill and make recommenda- 
tions for the state legislation necessary to imple- 
ment it in Illinois. 

The Mills Bill, passed by the present Con- 
gress, broadens the existing public assistance 
program to the aged (old age assistance) so that 
it includes the medically needy as well; that is, 
the aged who cannot meet the additional ex- 
pense of medical care, if qualified, would re- 
ceive assistance. The program will be known as 
medical assistance to the aged. By the terms of 
the bill federal matching funds will be made 
available to each state according to a set formula. 

The state must, therefore, define the medically 
needy according to income and means, and must 
set up the benefits for single and married per- 
sons made eligible thereby. 

Gov. Stratton has asked the Public Aid Com- 
mission to make a study and propose the needed 
legislation. 

The Illinois State Medical Society, in the in- 
terests of its members, is endeavoring to work 
with the Commission in its advisory capacity. 
Members of the society’s committee are Edward 
W. Cannady, East St. Louis, chairman; Richard 
J. Bennett, Chicago; Joseph W. Compton, East 
St. Louis; and Robert E. Heerens, Rockford. 
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Dr. Carnahan named Illinois GP for 1961 


Dr. William Ernest Carnahan, 75, of Macomb, 
a McDonough County physician for 46 years, 
has been selected the Outstanding Illinois Gen- 
eral Practitioner for 1961. Official presentation 
will be made at the Illinois State Medical So- 
ciety annual meeting in Chicago next May. Dr. 
Carnahan is being honored for his ability as a 
physician, his kindnesses to his patients, his de- 
votion to his community and country, and his 
long service to medicine. 


Dr. William E. Carnahan 


Following his graduation from the University 
of Illinois College of Medicine in 1914, he took 
up practice in Adair, serving a widespread rural 
area. Thirty-five years ago, Dr. Carnahan moved 
to Macomb, where in the practice of obstetrics 
he delivered more than 3,000 babies without a 
single maternal mortality. 

In 1958 Dr, Carnahan was a moving spirit in 
the construction of the 110-bed McDonough Dis- 
irict Hospital. He has attracted young physi- 
cians to follow in his footsteps and has joined 
with them in building a new clinic adjacent to 
the hospital. 

He has served as chief of staff of McDonough 
and St. Francis hospitals and has been active in 
the McDonough County Medical Society. In 
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1957, he was honored as the Outstanding Citizen 
of Macomb, a town of more than 10,000. 

Six years ago Dr. Carnahan was chosen to be 
the host to the foreign business and professional 
leaders who came to the United States under an 
international exchange program. Macomb was 
selected by the American Council on Education 
as a typical western farming community. He has 
seen that visitors from every continent have be- 
come acquainted with family, business, and pro- 
fessional life in a small community. 

When Dr. Carnahan delivered a girl with a 
spinal tumor which caused complete paralysis 
from the waist down and threatened the child’s 
sanity, he became her guardian. He refused to be 
discouraged by the opinions of numerous medi- 
cal authorities that the case was hopeless. Learn- 
ing that a Los Angeles surgeon had success in 
somewhat similar cases, Dr. Carnahan aroused 
local support and flew the girl, then 22 months 
old. to the Coast. Today, at eight, she has some 
use of her legs, gets around well with crutches, 
iv a bright third grade student, an inspiration to 
all around her because of her cheery disposition, 
and the adopted child of a prominent family. 

Dr. Carnahan is a member of numerous medi- 
cal organizations, including the Tllinois State 
Medical Society, American Medical Association, 
McDonough County Medical Society, Tlinois 
Obstetrical and Gynecological Society, and Mis- 
sissippi Valley Medical Association. 

A member in the First United Presbyterian 
Church of Macomb, he served as an adult Bible 
class teacher for 20 years. Dr. Carnahan married 
Miss Lucy Heffner of Adair in 1913. They have 
a son, Lewis, who is with the American Council 
on Education in Washington, and a daughter, 
Eleanor, wife of Erie Downton, a London News 
war correspondent. 


Illinois Fellows of ACS named 


At closing ceremonies of the annual clinical 
congress of the American College of Surgeons, 
46 physicians from Illinois were made Fellows. 
They have fulfilled comprehensive requirements 
for acceptable medical education and advanced 
training as specialists in one or another of the 
branches of surgery and have given evidence 
of good moral character and ethical practice. 

Those receiving this distinction were: _ 

Irvin H. Blumfield, Alton; Eugene P. Mitchell 
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and John B. Moore, III, Benton; Edward A. 
Razim, Berwyn; John W. Frisch and Rita Walsh, 
Bloomington ; Leopoldo R. de Alvare, Joseph S. 
Drabanski, Robert J. Freeark, James R. Hines, 
Robert W. Jamieson, Vincent J. LaRocea, 
Frederick A. Lloyd, Frank J. Milloy, Oscar J. 
Rosenzweig, Earl B. Sanborn, Jr., William Schu- 
mer, Richard A. Shapiro, and David E. Shoch, 
Chicago. 

Loring L. Unger, Decatur; John E. Familaro, 
Chafick N. Mansour, John W. Tope, III, Elm- 
wood Park; Philip H. Sheridan, Evanston; 
Joseph F. Hinkamp, Glenview; Adolphus W. 
Dunn, Capt., USN, Great Lakes; Frank R. 
Johnson, Hinsdale; Harvey D. Scott, Jr., Jack- 
sonville; William G. Neilson, Kewanee; Martin 
Pepper, La Grange; Louis C. Arp, Jr., Thomas 
W. Carter, James P. Johnston, Moline; Bernard 
L. Abrams, Morton Grove; Frank A. Folk, 
Naperville; Kenneth T. Hubbard, Oak Park; 
Leo Pevsner, Palatine; Gerald J. Schwab, 
Peoria; Arthur D. Poppens, Princeton; Antonin 
J. Troup, Quincy; Edward B. Schnell, Rock- 
ford; Henry E. Wolfe, Jr., Urbana; Donald P. 
Davis, Harry R. Freeman, Westchester ; William, 
E. Hill, Wheaton; Robert D. Simpson, Wood- 
stock. 


Dr. Holinger gives Semon Lecture 


Dr. Paul H. Holinger, attending bronocho- 
esophagologist at Presbyterian-St. Luke’s and 
Children’s Memorial hospitals, gave the annual 
Semon Lecture at the University of London at 
the invitation of the joint committee of the 
University of London and the Roval Society of 
Medicine. 

Only two other United States physicians have 
been invited to deliver the lecture since it was 
instituted in 1911 to honor Sir Felix Semon, an 
internationally known otolaryngologist at the 
university. The lecture preceded the meeting 
of the laryngological section of the Royal Society 
of Medicine on November 3. 


Rockford Blue Shield reduces rates 


Effective Dec. 1, 1960, Blue Shield rates to 
subscribers for the $200 and $300 Series were, 
reduced up to 20.5 per cent, according to 
Robert E. Whitsitt, M. D., president of the Blue 
Shield Plan with headquarters at Rockford. Dr. 
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Whitsitt stated that the Department of Insurance 
has approved the rate reductions which will be 
beneficial to the subscribers of the programs. 

This reduction in subscriber fees has been 
brought about primarily because of the coopera- 
tion of subscribers and physicians in not over- 
utilizing the benefits available, and through 
good underwriting and low operating expense. 
The availability of benefits without hospital ad- 
mission has been a determining factor in making 
this rate reduction possible. 

At the same time, an addition to the benefits 
will be certain oral surgery procedures, hereto- 
fore not covered. Benefits under the Series 
$200 and $300 certificates include liberal surgi- 
cal benefits for procedures in the hospital, in the 
doctor’s office or clinic, in hospital medical 
visits (70 days per contract year), x-ray 
examinations in the hospital or  doctor’s 
office, radiation therapy and _ radioactive 
isotope, surgical assistants, intensive medical 
care, and the administration of anesthetic. Mr. 
Clark stated that the $200 Standard Certificate 
for single persons would be reduced as much as 
11.7 per cent and family 20.5 per cent. 

The Blue Shield Plan — Medical-Surgical 
Service of Illinois — with the home office at 
Rockford, serves 92 counties in the State of 
Illinois with offices in East St. Louis, Alton, 
Springfield, and Champaign. 


Dr. Hodges opens ICS lecture season 


The 1960-61 season’s series of lectures for 
the International College of Surgeons was open- 
ed October 18 by Dr. Paul C. Hodges, emeritus 
professor and chairman, department of radio- 
logy, University of Chicago, with a talk on 
“Medicine Behind the Iron Curtain.” 

Dr. Hodges, who recently returned from Russia 
and Free China, pointed out that Russia pro- 
vides more than 2,000 sanatoriums with facilities 
available for almost 3,000,000 patients and 900 
holiday homes housing about 160,000 guests. 
Ownership is divided among central govern- 
ments, provincial governments, trade unions, and 
farm groups. 

He also noted excellent progress in corneal 
transplants as the famous Filatov Institute at 
Odessa, the eyes necessary to this operation being 
supplied by the undertakers without permission 
of relatives. In Moscow he recognized diagnos- 


Illinois Medical Journal 


: 
tle 
de 
pa 
m 
tr 
Ya 
by 
at 
) 
‘ a 


tie x-ray equipment of American and European 
design. 

Medical care in Free China is slow and, ap- 
parently, he said, import restrictions do not per- 
mit progress. Modern equipment and properly 
trained technicians are required, especially in the 
radiological field. Dr. Hodges is succeeded there 
by a radiologist from the University of Chicago 
at Taiwan, Taipei, by permission of the China 
Medical Board. Its decision may provide addi- 
tional visiting professors until the project is on 
a self sustaining basis. 


Center for retarded children 


Little City is the realization of the efforts of 
parents of retarded children and their friends. 
They accomplished this without state or federal 
funds. There are accommodations for 30 chil- 
dren, and as plans proceed there will be facilities 
for 30 more residents. 

The original three buildings are cottages, one 
temporarily used for boys, one for girls, and the 
third for administrative purposes. Three other 
new buildings are nearing completion. Up to 25 
cottages are anticipated for housing 15 to 17 
residents each, except those for the specially 
handicapped. 

Academic achievement testing has been con- 
ducted with each student to determine the pre- 
sent level of achievement and to assist in deter- 
mining the direction of further training. The 
future plans include a school building to house 
eight classrooms, arts-crafts department, oc- 
cupational-vocaiional training units, as well as 
necessary general educational equipment. 

Medical facilities will include an infirmary 
with clinical and research buildings. 


Left: John, aged 17, shows his skill in repairing 
an electric clock. Center: Three of the girls relax- 


for December, 1960 


Dr. Paul heads heart association 


Dr. Oglesby Paul, clinical associate professor 
of medicine at the University of Illinois College 
of Medicine, was installed as president at the 
annual meeting of the American Heart Associa- 
tion in St. Louis. 

He has served on the AHA board of directors 
since 1956, as a vice president from 1957-59, 
and as chairman of the association’s Council on 
Community Service and Education from 1957- 
60. He is vice president of the Chicago associa- 
tion, a member of its board of governors, and 
has served as secretary. 

Currently he is directing a long-term health 
study at the medical school with a team of in- 
vestigators, following a group of 2,100 men 
between the ages of 40 and 55. They are study- 
ing the role of various factors believed to play a 
part in the onset of certain diseases. 


Crippled children clinics scheduled 


Jan. 4—Aurora, Copley Memorial Hospital 

Jan. 4—Hinsdale Sanitarium 

Jan. 5—Flora, Clay County Hospital 

Jan. 6—Chicago Heights (Cardiac), St. James 
Hospital 

Jan. 10—East St. Louis, St. Mary’s Hospital 

Jan. 11—Champaign-Urbana, McKinley Hos- 
pital 

Jan. 11—Joliet, Silver Cross Hospital 

Jan. 12—Cairo, Public Health Building 

Jan. 12—Springfield, St. John’s Hospital 

Jan. 17—Alton Memorial Hospital 

Jan. 17—Danville, Lake View Hospital 

Jan. 17—Peoria (Cerebral Palsy), Children’s 
Hospital 


ing in their attractive cottage. Right: Retarded 
girls enjoy learning good grooming habits too. 
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Jan. 17—Quincy, St. Mary’s Hospital 

Jan. 18—Evergreen Park, Little Company of 
Mary Hospital 

Jan. 19—Decatur, Decatur-Macon County Hos- 
pital 

Jan. 19—Elmhurst (Cardiac), Memorial Hos- 
pital of DuPage County 

Jan. 19—Rockford, Rockford Memorial Hos- 
pital 

Jan. 24—Peoria, Children’s Hospital 

Jan, 25—Centralia, St. Mary’s Hospital 

Jan. 26—Effingham (Rheumatie Fever), St. 
Anthony’s Memorial Hospital 

Jan. 26—Mt. Vernon, Masonic Temple 

Jan. 26—Sterling, Community General Hospital 


G P’s elect officers 


The Illinois Academy of General Practice at 
ihe annual meeting in September installed Dr. 
J. G. Gustafson, Moline, as president, and elected 
Dr. Maynard Shapiro, Chicago, as president 
elect. Dr. Harry Nesmith, Salem, was elected 
vice president and Dr. Lloyd Kiser, Champaign. 
was named a director. 


Deaths 


Paci L. Bercstrom*, Kirkland, a graduate 
of the School of Medicine of the University of 
Chicago in 1937, died October 10, aged 49. Dr. 
Bergstrom served for several vears on the board 
of St. Mary’s Hospital in Kirkland. He was 
chief surgeon on the USS Niobrara in World 
War IT. 

Byron Bb. Brack. Chicago, a graduate of 
Loyola University School of Medicine in 1916, 
died October 7, aged 70. He had been a Chicago 
physician for 45 years. 

THappevs J. CHRZAN*, Chicago, a graduate of 
the Chicago Medical School in 1942, died Octo- 
her 15. aged 50. Dr. Chrzan had been a phar- 
macist before entering medicine and had served 
in the Army medical department in World 
War IT. He was on the staff of Belmont Com- 
munity Hospital. 

BertraM C. CusHway*, Chicago, a graduate 
of the Northwestern University Medical School 
in 1903, died October 13, aged 78. Dr. Cushway, 
a radiologist, was past president of the Chicago 
Roentgen Society and a diplomate of the Ameri- 
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can Board of Radiology. He served on the staff, 
of St. Bernard, St George, Englewood and 
Evangelical hospitals. He was a member of the 
50-Year Club of the Illinois State Medical 
Society. 

Francis A. Chicago, retired, a 
graduate of the Chicago College of Medicine 
and Surgery in 1916, died October 24, aged 69. 
He did postgraduate work at the University of 
Vienna from 1921 to 1923, specializing in 
diseases of the eye, ear, nose and throat. Dr. 
Dulak had been secretary of the Chicago Board 
of Health since 1938 and a member of the board 
since 1934. He served on the Loyola University 
faculty for 19 years, attaining the rank of as- 
sociate professor, He was a member of the execu- 
tive board of St. Elizabeth’s Hospital, where he 
had been a staff member for many years. He was 
also on the staff of Cook County Hospital for 
19 years. Dr. Dulak was chief medical examiner 
of the North American & Polish National Al- 
liance and was trustee of the AFL Union Health 
Service for 14 years. He had retired from active 
practice in 1952 when he became afflicted with a 
heart ailment. 

Harvey Garrison*, Williamsville, 
a graduate of the Chicago Medical School in 
1950, died October 2, aged 49. Dr. Garrison was 
on the staff of both Memorial and St. John’s 
hospitals in Springfield. He was a member of the 
Sangamon County Medical Society and the 
American Academy of General Practice. 

Orro Hauser*, Mount Olive, retired, a gradu- 
ate of the Missouri Medical College, St. Louis, 
in 1899, died July 29, aged 87. He was a member 
of the 50-Year Club of the Illinois State Medical 
Society. 

Casimir F, Przypyszny*, Chicago, a gradu- 
ate of the University of Tllinois College of 
Medicine in 1922, died October 8, aged 63. 
He was a senior staff surgeon at St. Mary of 
Nazareth Hospital and a member of the Inter- 
national College of Surgeons and the Polish 
Medical Society. 

Sueprarp ReEMINGTON*, Chicago, a graduate 
of Bennett Medical College, Loyola University 
School of Medicine, in 1915, died October 8, 
aged 67. Dr. Remington was chief of the ortho- 
pedie staff at Edgewater Hospital and a visiting 
orthopedic surgeon at Henrotin Memorial Hos- 
pital. He served as a captain in the Army Medi- 
eal Corps in World War T. 
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ALBERT J. SCHOENBERG*, Chicago, a graduate 
of the University of Illinois College of Medicine 
in 1899, died October 31, aged 92. He was 
formerly on the staffs of the Illinois Masonic, 
Augustana, and Evangelical Deaconess hospitals 
and for 30 years had been chief of staff of 
Deaconess Hospital, when he resigned in 1938. 
Dr. Schoenberg was an assistant at St. Mary’s 
Hospital, Pueblo, Colo., from 1902 to 1904, From 
1910 to 1918 he was an associate and clinical 
instructor in gynecology at the University of 
Illinois College of Medicine. He was a member 
of the American College of Surgeons. 

HERMAN M. Sonpvet*, Chicago, a graduate of 
Loyola University School of Medicine in 1917, 
died October 30, aged 69. 

Harmon SumMMeErs*, Marion, a graduate 
of the St. Louis College of Physicians and 
Surgeons in 1912, died July 27, aged 78. He 
was on the staff of the Marion Memorial Hos- 
pital. 

WALTER SHERWOOD TayLor*, retired, Ash- 
land, a graduate of the Washington University 
School of Medicine in 1899, died October 15, 
aged 87. A fellow physician and emeritus mem- 
her of the Sangamon County Medical Society, 
he had practiced in Central Illinois for 57 years. 
He was a member of the 50-Year Club of the 
Illinois State Medical Society. 

RicHarp Barrett Terry, Chicago, a gradu- 
ate of the University of London Faculty of Medi- 
cine in 1938, died October 3, aged 46. Dr. Terry 
specialized in internal medicine and was an as- 
sistant professor of medicine at Northwestern 
University. He was a consultant in medicine at 
Cook County Hospital and a member of the 
staff at Passavant Memorial Hospital. Dr. Terry 
was born in England and was a member of the 
Royal College of Physicians. He was a lieuten- 
ant colonel in the British Army medical corps 
in World War II. 


for December, 1960 


JoHN M. TinvaL*, retired, Chicago, a graduate 
of the Indiana University School of Medicine in 
1929, died October 20, aged 62. A certified 
Ophthalmologist and Otolaryngologist, he had 
been on the staff of St. Luke’s Hospital before 
its merger with Presbyterian Hospital. Dr. 
Tindal also taught in the eye department at 
the Illinois State Eye and Ear Infirmary and 
was on the staff of the Central Free Dispen- 
sary at Rush Medical College. He was a member 
of the College of Surgeons, the Chicago Ophthal- 
mology Society, and the Aux Plains Medical 
Society. 

WILLIAM WALTER VAN Wormer, Chicago, a 
graduate of the St. Louis University School of 
Medicine in 1903, died July 12, aged 82. He 
had practiced in Girard and Springfield and was 
a veteran of World War I. 

BerNaRD C. WaLton, Marengo, a graduate 
of the Northwestern University Medical School 
in 1924, aged 68, was killed in an accident while 
cutting down trees at his home on October 9. 
He had practiced in Marengo since 1949. 

James W. WeELLis*, Waltonville, a graduate 
of Barnes Medical College, St. Louis, in 1906, 
died October 5, aged 81. He was on the staff 
of Good Samaritan Hospital and was an advisor 
to the Jefferson County Department of Public 
Welfare. He was a member of the 50-Year Club 
of the Illinois State Medical Society and served 
in World War I with the Medical Corps. 

Russe. Perry Pleasant Hill, a 
graduate of Barnes Medical College, St. Louis, 
in 1904, died October 3, aged 82. He had prac- 
ticed medicine for 54 years and was a member 
of the 50-Year Club of the Illinois State Medical 
Society. 


*Indicates member of the Illinois State Medical 
Society. 
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BOOK REVIEWS 


JEWisH MepicaL EruHics. Rabbi Dr. Immanuel 
Jakobovits. $6.00. Pp. 381. New York, Philo- 
sophical Library, 1959. 

Summarizing the wisdom of 2,000 years, this 
excellent volume concerns itself with the teach- 
ing of the Old Testament, the Babylonian and 
Palestinian Talmud, and the rabbinical direec- 
tives down to our times. The principal merit of 
Judaism lies in its emphasis on morality, on the 
unity of body and soul, and on preventive medi- 
cine. Its contributions to medicine are distinc- 
tive. From the earliest days it taught medical 
interference against disease, and it discouraged 
quackery, divination, sorcery, witchcraft, domina- 
tion, soothsaying, necromancy, magic, consulting 
auguries, and ingesting human and animal ex- 
crement. It provided specific directions of pri- 
mary importance in the fields of dietetics, purity 
of conjugal life, laws of eugenics and sexual con- 
duct, rules on mental hygiene and behavior. 

It enjoined the doctor to prolong the life of 
his patient to its fullest extent despite the length 
of life ahead. It adjured the physician to treat 
his patient as an individual, with kindliness and 
compassion, and to be understanding of the in- 
sane. It advised him to remove pain as thoroughly 
as possible in every case. It forbade him to do 
surgery on his own parents. It condoned post- 
mortem examinations. It advocated dissolution 
of marriages childless after ten years. It con- 
demned criminal abortion and upheld steriliza- 
tion in male or female on medical indication. It 
insisted that the doctor be certified to practice 
his art, and that his conduct be one to meet the 
highest respect of his people. 

The author inveighs against the present-day 
deterioration of our ethical values, a threat that 
our materialism imposes upon modern medicine 
itself. 

He reminds us that we are living in an age 
that is rapidly forgetting what previous centuries 
have struggled to learn: that the best of medica- 
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tion is the acquisition of moral virtues, a dictum 
of Maimonides. 
Frederick Stenn, M.D. 


DISEASES OF THE NeEwsoRN. Alexander J. 
Schaffer, M.D., and-Milton Markowitz, M.D. 
$20.00. Pp. 878. Philadelphia, W. B. Saunders 
Company, 1960. 

This book is a comprehensive treatise of the 
normal and abnormal problems of the newborn 
period. The author has coined the word “neona- 
tology” for the study of this short, rapidly 
changing, and dangerous time of life. 

After a general introductory discussion of 
normals, variations of normals and abnormals, 
the various disorders of the newborn are des- 
cribed in more detail under major systems. 

Under disorders of the respiratory system a 
section is devoted to the massive aspiration syn- 
drome. This terminology reflects a practical ap- 
plication of wide clinical experience and close 
observation of the newborn. The etiology of res- 
piratory distress is frequently obscure, and mas- 
sive aspiration is a logical assumption as the 
cause of specific findings such as atelectasis, em- 
physema, pneumonia, or pneumothorax. 

New unproven and involved forms of treat- 
ment for various clinical entities are reviewed. 
The application of vigorous therapy, although 
helpful but unproven, should be well seasoned 
with caution and wide experience. 

Considerable space is devoted to cardiovascular 
disturbances. The incidence of emergency cardiac 
problems in the average nursery or neonate, how- 
ever, is much less than the occurrence of diffi- 
culties arising from hemolytic disease. 

Physicians, residents, and students will find 
this an excellent reference book when dealing 
with the common and unusual problems of the 
newborn infant. 

L. Martin Hardy, M.D. 
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Bishop Dunne Special Education Classes Glenview 
R Heading Avenue Glenview Association for Retarded Children 
eoria 
umber 14 La Grange 
ererence age Chicago School for Retarded Children Community Welfare for Mentally Retarded 
6050 North California Avenue Children 
Chicago The Helping Hand Parents Association 
Elliott Donnelley Youth Center Lansing 


ge 3947 South Michigan Avenue Lansing Community Parents Association for 
Chicago Retarded Children 


Gads Hill Center Lombard 


Tacilities for Mentally teal Cibbeen 1919 West Cullerton Street West Suburban Association for Retarded 
Chicago Children, Inc. 


Logan Day School North Chicago 


2343 North Kilbourn Avenue Retarded Children’s Educational Society of 
um State Training Schools Destination Training School Chicago 
Dixon State School peat sa b North Side Special School Oak Lawn 
D. id with LQ por cerebral menta 9617 North Kenmore Avenue Suburban Southwest Association for Mentally 
ny resident o e state o inois with an [.Q. retardation with admission age o to years. Chicago Retarded Children 
Garden School Benefactors 


of 85 or below regardless of physical condition. 
Piper’s Portal 


St. Mary of Providence School 
100 North Central Park 


4242 North Austin Avenue 
All races, trainable and educable mentally re- Chicago 


Oak Park-River Forest 


Lincoln State School 
Oak Park-River Forest Association for Re- 


Lincoln 
No restriction in type of patient accepted. tarded girls, six years and over. 
me Private Schools, Institutions, and Homes ioe for Infants and Children Under Six Years of 308 West 25th Street Park Ridge ir 
Wis Chicago Northwest Surburban Aid for the Retarded 


Beverly Farm Foundation (Includes physical and mental handicaps as 


Godfrey 


spina bifida, Mongolism, hydrocephalus, or Tay- 


Siler-Davis School 
2649 North Francisco Avenue 


Richton Park 
Council for Handicapped Children 


le Receives persons of all races, infants to adults, Sachs disease.) 
n who are mentally ill, mentally retarded, epileptic, : ; Chicago 
or brain-injured. Little Angel's Ri Gis 
j= 330 Watres Place Taylor House aver 4 bg R ded Children’s Aid 
: E.A. Boos School for Boys Elgin 915 North Wolcott Avenue Leyden Retarde lidrens Al 
J 128 East North Street Crib cases, ambulatory, mentally and/or physi- Chicago Skoki 
Plano cally handicapped. — d School P G 
. Small residential, accepts mentally retarded boys, Parent Groups Orchard School Parent Group 
f Lyndale Home 


five years or older. 


Hope School 


815 South Fifth Street 

Springfield 

Residential and day care for mentally retarded, 
multi-handicapped, blind children. 


Lake Zurich Farm 


Lake Zurich 


Boys of all races with I.Q.’s of 55 to 75, who do 
not present emotional problems, are not subject 
to convulsive seizures, and free from spasticity. 


Little City, Inc. 


Route 62 

Palatine 
Research-residence-rehabilitation center for men- 
tally handicapped boys and girls from six years 
and up. Once accepted for residence children 
may remain indefinitely. 


Mary Pogue School 


175 Robertson 
Lake Zurich 
Crib cases. 


Mark Lund Hilltop 

Prairie Street 

Bloomingdale 

Crib cases, severely retarded and dependent 
infants. 


Walter's Private Nursery 

7955 South Talman 

Chicago 

Non-ambulatory mongoloid infants only. 


Public School Classes for Mentally Handi- 
capped Children 


Special classes for educable and trainable men- 
tally handicapped children are organized and 
maintained by local public school systems. For 
further information consult: 

Office of Public Instruction 

Division of Special Education 


Parent groups have created and sustained edu- 
cational, recreational and vocational facilities, re- 
search and other vital programs. They have given 
money and time to show conclusively that many 
of the retarded can acquire the skills and atti- 
tudes for happy productive lives. 


NORTH EAST REGION 
Arlington Heights 
Clearbrook School for Retarded Children Par- 


Chicago 
Association for Mentally Retarded Children 
Southwest Chicago 
Dixon State School Parents Association 
Lincoln Parents Association 
Retarded Children’s Aid, Inc. 
Retarded Children’s Educational Project 
Society for Advancement of Retarded Chil- 
dren 
West Side Mentally Retarded Children's Aid 
The Zohar Foundation 


Chicago Heights 


Steger 
South Suburban Council for Mentally Re- 
tarded Children 


Waukegan 
Retarded Children’s Educational Society of 
Lake County 


NORTH WEST REGION 
Batavia 


Agricultural training school for adolescent re- 
tarded boys. ete bag ' ent Group Valley Parent Group for Exceptional Children 
Barrington 
h P. Kennedy School for Exceptional 
month to three years, including te: County Association for Retarded 
Box 283 mongoloid, hydrocephalic and microcephalic roe Children . 
123rd and Wolf Road cases. Berwyn 
Palos Park Mentally Retarded Children’s Aid Dineen 


N.C. Illinois Association for Aid of Retarded 
Children 


Elgin 
Elgin Cardunal Association for Retarded 
Children 


Kewanee 
—" Organization for Handicapped Chil- 
en 


Ottawa 
Retarded Children’s Educational Association 


Box 570 

North Main Street 1130 South Sixth Street South Suburban Council for Mentally Re- of La Salle County 

Wheaton Springfield tarded Children 

Mentally retarded boys and girls of all races, 10 Ray Graham, Director Beensten Rockford 

years and over. North Shore Association for Retarded Chil- Rockford Parents Group for Mentally Re- 
dren, Inc. tarded Children 


Mt. St. Joseph School 


R.R. 1, Box 174 
Barrington 
Trainable girls and women of all ages. 


Private Day Schools and Centers 


A.B.C. School for Retarded Children 
9004 South Cottage Grove Avenue 
Chicago 


Evergreen Park 
Suburban Southwest Association for Mental- 
ly Retarded Children 


Rock Island 
Rock Island County Association for Retarded 
Children 
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Wonder Lake 


McHenry County Association for Ketarded 
Children 


CENTRAL EAST REGION 
Bloomington 
McLean County Association for Mentally Re- 
tarded Children 


Champaign 
Association for the Mentally Retarded 


Danville 
Retarded Children’s Aid of Danville 


Decatur 
Macon County Association for Retarde 


Children 


Joliet 
Will County Parents Group for Mentally Re- 
tarded Children 


Kankakee 
Kankakee County Parent Group for Mentally 


Retarded Children 


Mattoon 
Mattoon Parent Group for Mentally Retarded 
Children 


Paris 
Paris Council for Retarded Children 


Watseka 


Iroquois Association for Retarded Children 


CENTRAL WEST REGION 
Carlinsville 
Macoupin County Association for Retarded 
Children 


Eureka 
Woodford County Council for Mentally Re- 
tarded Children 


Galesburg 
Galesburg Council ior the Mentally Retarded 


Pekin 


Tazewell Council for Handicapped Children 


Peoria 
Peoric Council for Mentally Retarded Chil- 


aren 


Springtield 
Aid to Retarded Children 


SOUTHERN REGION 
Alton 
Madison County Association for Retarded 
Children 


Belleville 
Parent's Group for Retarded Children 
Carbondale 


Egyptian Association tor Mentally Retaraeu 


Children 

Fairfield 
Wayne County Association for Mentally Re 
arded Children 

Granite City 
Granite City Association for Aid to Retarded 
Children 

Harrisburg 
Saline County Association for Mentally Re- 
tarded Children 

Mt. Vernon 
Jefferson County Association for Mentally Re 


tarded Children 


Salem 
Marion County Parents Group for Retarde 
Children 

Vandalia 
Fayette County Aid to Retarded Children As- 


Waterloo 
Monroe Council for the Handicapped 


Credits to “Children’s Services —- A Directory of Resources” prepared by Illinois 
Department of Public Welfare (revised Oviober 1959): “Directory of the American 
Association on Mental Deficiency —- 1960”: “A Directory of Services for the Mentally 


Retarded in 
Children. 


1960” prepared by The Illinois Council for Mentally Retarded 


This listing does not necessarily indicate an endorsement by the Hlinois State Medi- 


cal Society. 
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SELECTIVELY LOWERS 


LOMOTIL represents a major advance over the 
opium derivatives in controlling the propulsive 
hypermotility occurring in diarrhea. 

Precise quantitative pharmacologic studies dem- 
onstrate that Lomotil controls intestinal propulsion 
in approximately 41 the dosage of morphine and 
9 the dosage of atropine and that therapeutic 
doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents. 

Clinical experience in 1,314 patients amply sup- 
ports these findings. Even in such a severe test of 
antidiarrheal effectiveness as the colonic hyperac- 
tivity in patients with colectomy, Lomotil is effec- 
tive in significantly slowing the fecal stream. 

Whenever a paregoric-like action is indicated, 
Lomotil now offers positive antidiarrheal control 
... with safety and greater convenience. In addition, 


LOW DOSAGE EFFECTIVENESS 


MORPHINE ATROPINE 


EFFICACY AND SAFETY of Lomotil are indicated by its low median effective 

As measured by inhibition of charcoal propulsion in mice, Lomotil was 
effective in about '; the dosage of morphine hydrochloride and in about '/x9 the 
dosage of atropine sulfate. 


ENTITY FOR DIARRHEA 


PROPULSIVE MOTILITY 


as a nonrefillable prescription product, Lomotil 
offers the physician full control of his patients’ 
medication. 

PRECAUTION: While it is necessary to classify 
Lomotil as a narcotic, no instance of addiction has 
been encountered in patients taking therapeutic 
doses. The abuse liability of Lomotil is comparable 
with that of codeine. Patients have taken therapeu- 
tic doses of Lomotil daily for as long as 300 days 
without showing withdrawal symptoms, even when 
challenged with nalorphine. 

Recommended dosages should not be exceeded. 

DOSAGE: The recommended initial dosage for 
adults is two tablets (5 mg.) three or four times 
daily, reduced to meet the requirements of cach 
patient as soon as the diarrhea is controlled. Main- 
tenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride 
with atropine sulfate, is supplied as unscored, un- 
coated white tablets of 2.5 mg:, each containing 
0.025 mg. (14400 gr.) of atropine sulfate to dis- 
courage deliberate overdosage. 


Subject to Federa! Narcotic Law. 
Descriptive lit and di for use ilabl 
in Physicians’ New Product Brochure No. 81 from 


6.0. SEARLE «co. 
P.O. Box 5110, Chicago 80, Illinois 
Research in the Service of Medicine 
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Abstract of Council Actions 
Meeting of December 11, 1960 


» AGREE TO JOIN WITH CHICAGO MEDICAL SOCIETY IN HEADQUARTERS 


Dr. Joseph T. O'Neill, Chairman of the Permanent Home Committee, re- 
ported that in accordance with a resolution of the House of Delegates, his 
committee has looked into the question of occupying a home with the Chicago 
Medical Society. Dr. O'Neill said the CMS has an opportunity to acquire a 
42,000 sq. ft. building in the Chicago Medical Center and will remodel the 
building in every respect. The CMS will own and finance the project and pro- 
poses that the ISMS rent space in the building at a considerable less cost per 
square foot than we are now paying. The building would be available in about 
four years. Other medical organizations also would be approached. 

Since certain legislative steps are necessary in connection with the 
purchase, it was imperative that the attitude of the ISMS be made known at 
this time. The Council felt that more space would be needed at the expira- 
tion of the present lease in 1964 and that since the terms offered a substan- 
tial saving, it was voted to take at least 6,000 sq. ft. of space. 


) NEW FORAND TYPE BILL EXPECTED IN NEXT CONGRESS 


Walter L. Oblinger, director of legislative activities, reported that 
a bill providing medical care of the aged under social security, along the 
line of the Forand Bill, probably will be presented early in the next session 
of Congress. Reports indicate this will be called the Douglas Bill. 


> BANK CONSIDERS LOANS FOR NEW PHYSICIANS 


The Executive Committee has approved in principle a loan plan of the 
Continental Illinois National Bank to be made available to physicians en- 
tering practice. Members of the ISMS would be eligible for loans up to $5,000, 
with no repayment for six months. The bank is expected to announce the pro- 


gram shortly. 


> PUBLIC SERVICE SUBCOMMITTEES AUTHORIZED 


The Council approved a request of the Public Relations Committee that 
five sub-committees be authorized and be assigned to specific projects for 
implementation. These would be audio-visual, media relations, community re- 
lations, member relations, and group liaison subcommittees. 


» FURTHER RECRUITMENT PROGRAMS ARE RECOMMENDED 


The Council approved a recommendation of the Public Relations Committee 
that county medical societies and woman's auxiliaries develop new or im- 
prove existing recruitment programs for medical and paramedical careers. 
Although a suggestion by the Illinois Hospital Association for a joint 
Health Careers Council with the ISMS was considered a laudatory proposal it 
was decided to defer joining such a council at this time. 


EARLY SCHEDULING OF POSTGRADUATE MEETINGS URGED 


Dr. Louis R. Limarzi, Chairman of the Committee on Postgraduate Medical 
Education and Scientific Service, reported that postgraduate conferences 
have been asked for by Coles-Cumberland counties (8th district) and Wil- 
liamson County (9th district), and that two other districts have expressed 
interest. Dr. Limarzi urged that requests for conferences be made immedi- 
ately. He pointed out that these should not conflict with the Chicago Medical 
Society Clinical Conference in March or the ISMS annual meeting in May. 


> 


> COUNCIL ISSUES WARNING ON WEIGHT CONTROL FORMULAS 


The Council accepted a recommendation from the Committee on Nurition 
that the 900 calorie weight control milk formulas be accepted as food prod- 
ucts provided they are used with caution and judgment. 

The committee pointed out that: (1) the diets are dangerous for long 
term use, (2) they are not substitutes for a well balanced diet, (3) addi- 
tional vitamin intake can produce undesirable results, (4) "crash® reduc- 
ing programs should be avoided, (5) people developing constipation, diar- 
rhea or other untoward symptoms should seek medical advice immediately, and 
(6) effective weight control requirescontinued adherence to a properly bal- 


anced diet. 


>» BUDGET FOR 1961 APPROVED 


The Council approved a budget for 1961. Information on this, together 
with a report on the dues increase to go into effect January 1, will be sent 
to the membership in the near future. 


>» MORE COUNCILOR DISTRICT MEETINGS SCHEDULED 


Robert L. Richards, executive administrator, reported that the reor- 
ganization program has been explained at seven councilor district meetings. 
Others scheduled are: 5th district, Springfield, tentatively March 9; 7th 
district, Effingham, tentatively February 12. A 9th district meeting is 
expected to be held in March. The 3rd district (Cook County) is tentatively 
set for February l. 


» ADOPT STATEMENT OF POLICY ON HEALTH CARE OF AGED 


The Council adopted a 12-point statement of policies and programs cover- 
ing health care of the aged. This program will be explained in detail ina 
later issue of the Journal. 


> EMERITUS AND RETIRED MEMBERS ELECTED 


Council approved emeritus status for Drs. G. H. Dietz, W. A. Hoffman, 
J. L. Knapp, and Stanley J. Mintek, Chicago; Harry J. Dooley, Oak Park; 
Johnston C. Jackman, Ft. Myers Beach, Fla. (Sangamon) ; James Patejdl, Palos 
Park; John B. Moore, Benton. 

The following were elected retired members: Drs. Julia C. Aron, Wilbur 
R. Landon and Nina S. Litvin, Chicago; Joseph Neu, New York (CMS); Thomas 
F. Shortell, Phoenix (CMS); Karl I. Stevens, Park Ridge; Carl E. Schultz, 
Hinsdale; Henry H. Hurd, East St. Louis. 
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REMISSION 


il- 
Sed |. rheumatoid arthritis with diabetes mellitus. A 54-year-old diabetic 
ai- » ith a four-year history of arthritis was started on Decapron, 0.75 mg./ 
eal cay, to control severe symptoms. After a year of therapy with 0.5 to 
5 mg. daily doses of Decapron, she has had no side effects and dia- 
petes has not been exacerbated. She is in clinical remission.* 
hew convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
ion ECADRON allows for b.i.d. maintenance dosage in many patients with so-called ‘‘chronic’’ condi- 
»a- ‘ons. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule, 
Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
n as Injection DECADRON Phosphate. Additional information on DECADRON is available te physicians 
) ng on request. DECADRON is a trademark of Merck & Co., Inc. 
c~ *From a clinical investigator’s report to Merck Sharp & Dohme, 
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The active principle of Dorbane 
reaches the colon through the cir- 
culation. It acts directly and 
selectively upon the intrinsic 
plexus of the colon. The small 
bowel is not affected. Within 6 to 
12 hours evacuation occurs with- 
out cramping or griping. Non- 
habituating. Each scored tablet 
of Dorbane contains 75 mg., and 
each teaspoonful of orange- 
flavored liquid contains 37.5 mg. 
of 1,8 dihydroxyanthraquinone. 
Suitable for patients of all ages. 


Dorbantyl combines the colonic 
stimulant action of Dorbane 
(25 mg.) with the stool-softening 
effect of dioctyl sodium sulfo- 
succinate (50 mg.), an inert and 
safe surface-wetting agent, in each 
orange-and-black capsule or tea- 
poonful of orange-pineapple- 
flavored suspension. 


Dorbantyl Forte offers double 
strength dosage of the Dorbanty! 
combination for greater conven- 
jence and economy for patients 
requiring extra potency. In 
orange-and-gray capsules only. 


ay 


The ILLINOIS Medical Journal 


Editor _ Assistant Editor 
T. R. Van Dellen, M.D. ' Martha E. Dana 


Director of Publications Executive Administrator 


Business Manager 
Albert G. Boeck Robert L. Richards 


L. E. Malley 


Vol. 118, No. 6 December, 1960 


Editorial Board Contents 
Epwin F. Hirscu, M.D., _ CLINICAL ARTICLES 
Chairman nae = Hyperglycemia in the Diagnosis of Diabetes 
Mellitus 
James H. Cross, M.D. Noah B. Levin, M.D., and Kate H. Kohn, M.D., 


Freperick H. Fauus, M.D. 
° Hypoglycemia in Newborn Infants 


JAMES H. Horton, M.D. Marum Cornblath, M.D., Chicago: ...... 332 
Francis I. Le M.D. Early Detection of Cancer of the Lung 

I. Lepener, M.D Donald L. Paulson, M.D., Dallas, Texas ............ 348 
SAMUEL A. LEVINSON, M.D. Trends in the Care of Glaucoma 


Max Hirschfelder, M.D., Centralia -.............4.- 351 


Jacos E. Reiscu, M.D. 

r Medicine in the Out-of-Doors 
ARKELL M. VaucHN, M.D. Julius M. Kowalski, M.D., Princeton ............... 358 
Epwarp F. Wess, M.D. 
Joun R. Wotrr, M.D. 


CASE REPORTS 


Concomitant Pulmonary Schistosomiasis and Tuberculosis 
e Charles K. Petter, M.D., Kenneth L. Morris, M.D., 
Emanuel Anawis, M.D., ‘Gerald B. Dean, M. D., and 


The View Box 
Jacos E. Retscu, M.D., Frané Gampl, Ciicage 357 
Chairman CLINICAL-SURGICAL CONFERENCES 
W. PALMER, M.D. Laryngeal Trauma 
= Robert J. Freeark, M.D., Moderator 

VANDERK1OoT, M.D. Paul H. Hokages: Chicago: 338 
Paut P. Younapere, M.D. 


JosepH M.D. 


The followers of Luke ; 
New frontiers in the prevention and treatment of 


e mental retardation, John Lester Reichert, M.D. 
Published monthly by the Illinois State Modern treatment of nasal and sinus infections, 
360 N. Michigan Avenue, | Francis L. Lederer, M.D. 


Medical Society, 3 

Chicago 1, Ill. Subscription $4.00 per year 
in advance, postage prepaid, for the Unite 
States, Cuba, Puerto Rico, Philippine Is- 


The opening wedge 
Growth of power 


$6.00" REFERENCE PAGE NO. XIV 383 

Facilities for Mentally Retarded Children 

12, 1958, the Post Office. Mendota, AT THE EDITOR’S DESK. 365 
Joly 15, 1018, | NEWS OF SPATE 373 
3579 to lines “State Medical ‘Society, BOOK 382 
Copyright 1960, The Illinois State "Medical MONTH IN WASHINGTON wie ele 18A 


Society. 


for December, 1960 


Jorbane 
ly and 
trinsic 
> small 
1in 6 to 
8 with- 
- Non- 
tablet | 
g., and 
ran ge- 
1.5 mg. 
1inone, | 
ages. 
colonic 
rbane 
‘tening 
sulfo- 
rt and | 
ineach 
yr tea- 
pple- 
ouble 
antyl 
nven- 
tients q 
y. In 
nly. 
5 


Illinois State Medical Society 


OFFICERS 


H. Close Hesseltine, President 
5841 S. Maryland Avenue, Chicago 


Edwin S. Hamilton, President-Elect Jacob E. Reisch, Secretary-‘Treasurer 
151 N. Schuyler Avenue, Kankakee 1129 South Second Street, Springfield 

Andrew J. Brislen, lst Vice President Clinton D. Swickard, 2nd Vice President 
6060 Drexel Avenue, Chicago Charleston 


COUNCILORS 


E. A. Piszezek, Chairman 
6410 N. Leona Ave., Chicago 


Carl E. Clark, 1st district Fred C. Endres, 4th district 
Sycamore, Illinois 4609A Prospect Road, Peoria Heights 
Ralph N. Redmond, 2nd district Jacob E. Reisch, 5th district 
101 East Miller Road, Sterling 1129 S. Second, Springfield 
William E. Adams, 3rd district Newton DuPuy, 6th district 
950 E. 59th St., Chicago 1101 Maine Street, Quincy 
John Lester Reichert, 3rd district Arthur F. Goodyear, 7th district 
1791 Howard, Chicago 142 E. Prairie Ave., Decatur 
Caesar Portes, 3rd district Harlan English, 8th district 
25 E. Washington St., Chicago 909 N. Logan, Danville 
E. A. Piszezek, 3rd district E. Montgomery, 9th district 
6410 N. Leona Ave., Chicago Harrisburg 
Ted LeBoy, 3rd district W. W. Fullerton, 10th district 
5063 W. Madison, Chicago 101 N. Market, Sparta 
J. Ernest Breed, 3rd district Bernard Klein, 11th district 
55 E. Washington St., Chicago 4 E. Clinton, Joliet 


Joseph T. O’Neill, Councilor at Large 
628 Columbus Street, Ottawa 


COMMITTEES WITHIN THE COUNCIL 
EXECUTIVE COMMITTEE 


E. A. Piszezek H. Close Hesseltine Edwin S. Hamilton 
Jacob E. Reisch Burtis E. Montgomery Caesar Portes 


FINANCE COMMITTEE 
Burtis E. Montgomery, Chairman William E. Adams Newton DuPuy 


DELEGATES AND ALTERNATES TO THE AMA 
Walter C. Bornemeier, Chicago Burtis E. Montgomery, Harrisburg 
George C. Turner, Chicago Lester S. Reavley, Sterling 
Harlan English, Danville Joseph T. O'Neill, Ottawa 
Jacob E. Reisch, Springfield . Norman L. Sheehe, Rockford 
Frank H. Fowler, Chicago H. Kenneth Scatliff, Chicago 
E. A. Piszczek, Chicago Eugene T. McEnery, Chicago 
Arthur F. Goodyear, Decatur Carl F. Steinhoff, Chicago 
E. W. Cannady, E. St. Louis Norris J. Heckel, Chicago 
Percy E. Hopkins, Chicago Leo P. A. Sweeney, Chicago 
Maurice M. Hoeltgen, Chicago Allison L, Burdick 


C. Paul White, Kewanee 
Harry Mantz, Alton 


Illinois Medical Journal 


y 
rf 
| 
ver 
3 
| 
| 
| 


ARCHIVES: Tom Kirkwood, Law- 


renceville 
Rockford 


GRIEVANCE: Arkell M. Vaughn, 
2015 E. 79th Street, Chicago 


CHAIRMEN OF CONSTITUTIONAL COMMITTEES 


MepicaAL BENEVOLENCE: Norman 
Sheehe, 206 W. State St., 


MepicaL Epucation AND Hospt- 
TALS: Kenneth C. Johnston, 700 


Mepico LecaL : George 
C. Turner, 670 N. Michigan 
Ave., Chicago 


MepicaL Testimony: Leo P. A. 


N. Michigan Avenue, Chicago 


PREPAYMENT PLANS & ORGANIZA- 
TIONS: Maurice M. Hoeltgen, 
1836 W. 87th Street, Chicago 


MEDICAL SERVICE: 
nett, 208 S. LaSalle St., Chicago 


Sweeney, 10725 S. Western 
Avenue, Chicago 
Pusiic Rerations: Robert E. 


Heerens, 1335 Charles Road, 


Richard J. Ben- 
Rockford 


CHAIRMEN OF THE ADVISORY COMMITTEES 


DereENDENTS MepicaAL Care ProGraAM: Percy 
Hopkins, 2022 W. 111th Street, Chicago 43 


E.MepicaL Assistants Assn.: Carl E. Clark, Sycamore 


GOVERNMENTAL MepicaL Services: Carl F. Steinhoff,1PAC: Joseph W. Compton, 4601 State St., East St. 


720 North Michigan Avenue, Chicago 11 


Louis 


Woman's AuxILiAry: Robert E. Heerens, 


Acinc: Edward W. Cannady, 4601 State Street, East 
St. Louis 

ANNUAL MEETING PROGRAMMING: Lorne Mason, 
1580 Sherman Avenue, Evanston 

Cancer: Caesar Portes, 25 E. Washington, Chicago 

CARDIOVASCULAR DisEAsE: Arnold S. Moe, 4601 State 
Street, East St. Louis 

CONSTITUTION AND By-Laws: Walter C. Bornemeier, 
4665 Peterson Ave., Chicago 

EruicaL RELations: Charles Allison, 258 E. Court 
Street, Kankakee 

Eye Hearty: M. Byron Weisbaum, 215 S. 7th Street, 
Springfield 

Fiery YEAR CLus: Andy Hall, 1802 Broadway, Mount 
Vernon 

I_trnors Bar Association, Liaison: Newton DuPuy, 
1101 Maine Street, Quincy 

Itttnois Hospirat Association, Liatson: John J. 
Procknow, 950 E. 59th St., Chicago. 

IMPARTIAL MepicaAL TESTIMONY: Samuel A. Levin- 
son, 3730 Lake Shore Dr., Chicago 

REPRESENTATIVES TO INTERPROFESSIONAL COUNCIL: 
George B. Callahan, 4 S. Genesee, Waukegan 

MATERNAL WELFARE COMMITTEE: Frederick H. Falls, 
P.O. Box 47, River Forest 

Mepicat Economics: C. Elliott Bell, 964 Citizens 
Building, Decatur 

MEMBERSHIP: Walter C. Bornemeier, 4665 Peterson 

Avenue, Chicago 


1335 Charles Street, Rockford 


CHAIRMEN OF COMMITTEES OF THE COUNCIL 


Menta HeattH: F. Garm Norbury, 1631 Mound 
Avenue, Jacksonville 

Narcorics AND Hazarpous Susstances: J. E. 
Reisch, 1129 S. Second St., Springfield 

NursinG: William H. Schowengerdt, 301 E. Univer- 
sity Avenue, Champaign 

Nutrition: Paul A. Dailey, Carrollton 

OccuPATIONAL HEALTH: Richard J. Bennett, 208 S. 
LaSalle Street, Chicago 

PERMANENT Home: Joseph T. O'Neill, Ottawa 

PHYSICALLY HANDICAPPED CHILDREN: Frank G. 
Murphy, 9204 Commercial Ave., Chicago 

PoLioMyELitis ControLt: John Lester Reichert, 1791 
Howard Street, Chicago 

PostGRADUATE MeEbICAL EpUCATION AND SCIENTIFIC 
Service: Louis R. Limarzi, 1853 W. Polk Street, 
Chicago 

Rapration : Carl E. Clark, Sycamore 

Rurat AND StubpENT Loan Funpb: Harlan 
English, 909 N. Logan, Danville 

ScHoo. HeattH: W. W. Fullerton, 101 N. Market 
Street, Sparta 

ScrentiFic Exuipits: Coye C. Mason, 2056 N. Clark 
Street, Chicago 

To Stupy PostcraApuATE MeEpIcAL EpucatIon: 
Joseph T. O'Neill, 628 Columbus St., Ottawa 

TrarFic Sarety: Harold Vonachen, Caterpillar 
Tractor Company, Peoria 

TuBercu.osts : William E. Adams, 950 E. 59th Street, 

Chicago 


Orginal articles will be considered for publica- 
tion with the understanding that they are con- 
tributed only to the Illinois Medical Journal. The 
Journal assumes no responsibility for the opinions 
and claims expressed in the articles contributed. 

Manuscripts should be submitted in duplicate, 
an original copy and one carbon, and typed with 
double spacing. An article should not exceed 4,500 
words, should be briefer if possible. 

Footnotes and references should conform to the 
following style in the order given: Name of 
author; title of article; name of periodical, with 
volume, page, month—day of month if weekly— 
and year. The Illinois Medical Journal does not 
assume responsibility for the accuracy of refer- 
ences used with scientific articles. 

The first page should list the title, the name 
of the author (or authors), degrees, and any in- 


Information for Authors 


stitutional or other credits. The title should be as 
short as possible. Pages should be numbered con- 
secutively. Tables are to be typed, numbered, and 
accompanied by a brief descriptive title. Make 
drawings and charts in black ink. If photographs 
are submitted, send black and white glossies. Num- 
ber illustrations consecutively and their place 
indicate in the text. Number, indicate the top, and 
place the author’s name on the back of each illustra- 
tion. Number legends and type them following 
the main body of the manuscript, not on the 
illustrations. 

Order blanks for reprints will be sent to the 
author at the time of publication and should be 
returned promptly. 

Address manuscripts to T. R. Van Dellen, M.D., 
Editor, Illinois Medical Journal, 360 N. Michigan 
Ave., Chicago 1, Illinois. 


for December, 1960 


i 
A 
| 
| 
| 4 
Ky 
| 
| 
| 


Introducing... 
ghey 
Gat. 
MILTOWN® + HYDROCHLOROTHIAZIDE 


new therapy for 


hypertension 


and 


congestive 
failure 


For samples and complete literature, write to 


“WALLACE LABORATORIES/Cranbury, N. J. 
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lowers blood pressure 


drains excess water 


calms apprehension 


Created especially for those patients whose 
emotional condition complicates the treatment 


of hypertension and congestive failure 


Now the most widely prescribed 
diuretic-antihypertensive, hydro- 
chlorothiazide, is combined with the 
most widely prescribed tranquilizer, 
meprobamate. Called ‘‘Miluretic’’, 
it constitutes new, effective therapy 
for hypertension and congestive 
failure—especially when emotional 
factors complicate your treatment. 


What does Miluretic do? Both com- 
ponents are of proven value in 


hypertension. And in congestive 
failure, Miluretic induces smooth, 
continuous diuresis. Miluretic’s 


biggest advantage is that it tran- 
quilizes hypertensive and edema- 
tous patients safely and quickly. 


Avoids side effects of other 
antihypertensive agents 


Antihypertensive agents derived 
from Rauwolfia often cause reac- 


tions such as depression and nasal 
congestion; Miluretic does not. 


Miluretic is a highly effective, safe 
combination that gives the physi- 
cian new convenience in the treat- 
ment of hypertension and congestive 
failure. 
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MILTOWN + HYDROCHLOROTHIAZIDE 
Composition: 200 mg. Miltown (meprobamate, 


Available Wallace) + 25 mg. hydrochlorothiazide 
at all Dosage: For hypertension, | tablet four times a day. For 
pharmacies congestive failure, 2 tablets four times a day. 


Supplied: Bottles of 50 white, scored tablets 
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AMBENYL EXPECTORANT quickly comforts the 
coughing patient because it is formulated to 
relieve all phases of cough due to upper 
respiratory infections or allergies. Combining 
Ambodryl*—potent antihistaminic; Benadryl*— 
the time-tested antihistaminic-antispasmodic; 
and three well-recognized antitussive agents, 
AMBENYL EXPECTORANT: 

‘soothes irritation quiets the cough reflex 
-decongests nasal mucosa « facilitates expec- 
toration » decreases bronchial spasm + and 
tastes good, too. 


for every phase cough... 
comprehensive relief 


EXPECTORANT 


Each fluidounce of AMBENYL EXPECTORANT * Contains: 


Ambodryl® hydrochloride ............ 24 mg. 
(bromodiphenhydramine hydrochloride, Parke-Davis) 
Benadryl® hydrochloride ............. 56 mg. 
(diphenhydramine hydrochloride, Parke-Davis) 
Dihydrocodeinone bitartrate ........... ¥ gr. 
Potassium guaiacolsulfonate ........... 8 gr. 


Supplied: Bottles of 16 ounces and 1 gallon. 


Dosage: Every three or four hours—adults, 1 to 2 tea- 
spoonfuls; children 2 to 1 teaspoonful. 27160 
« Exempt narcotic 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


PARKE -DAVIS 
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CHEMOTHERAPY VAGINITIS CONTROL 
CENASERT IMPROVED tasters 


for vaginal administration 
Specifically effective against T'richomonas vagi- SUPPLIED: Bottles of 100 tablets, and combina- 
nalis, Candida albicans (monilia)—and the mixed tion packages of 30 with tablet inserter. 


bacteria associated with nonspecific vaginitis. 
Each tablet contains: 1 mg. 9-aminoacridine 


provides clinically proved results without 


undecylenate; | mg. N-myristyl-3-hydroxy- 
antibiotics or corticosteroids 


butylamine hydrochloride; 1.8 mg. methylben- 
avoids sensitization and adverse systemic effects 


lowers cost of medication plus lactose and starch as excipients, in a rapidly 


avoids messiness and staining disintegrating soluble vaginal tablet. 


Complete literature available 
THE CENTRAL PHARMACAL COMPANY Products Born of Continuous Research » SEYMOUR, INDIANA 
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Why 
combining 
Esidrix 

with 
Serpasil 
improves 
control 

of high blood 
pressure 


The presence of excess tissue fluids and salt can keep constricted blood vessels from dilating 
fully in response to antihypertensive drugs. # This may explain why the antihypertensive effect 
of Serpasil-Esidrix is better than average. By depleting fluid and electrolytes from surrounding 
tissue, Esidrix enables blood vessels to dilate to physiologic limits. Result: Peripheral resistance 
is reduced and blood pressure goes down — often to lower levels than can be achieved with 
single-drug therapy. Complete information sent on request. 


Schematic 
diagram illustrates 
constrictive effect 
“@ of fluids and salt 
on vascular wall. 


Esidrix depletes | 
fluid and salt, 
increases ability of 
vessel to respond fF. 
to Serpasil. 


supptiep: Tablets #2 (light orange), each containing 0.1 mg. Serpasil and 50 mg. Esidrix. Tablets #1 (light orange) each 
containing 0.1 mg. Serpasil and 25 mg. Esidrix., Serpasi®-Esiorix® (reserpine and hydrochlorothiazide cisa) 


SERPASIL-ESIDRIX 
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AN AMES CLINIQUICK” 


CLINICAL BRIEFS FOR MODERN PRACTICE 


LABORATORY 
PROCEDURES 
ARE INDICATED IN | 
DIABETICS WITH | 
URINARY TRACT 
INFECTIONS? 


A urine culture is absolutely essential in the diabetic suspected of having a urinary tract infec- 
tion since such infection is not always accompanied by pyuria. It is also essential to keep the 
urine free from sugar—as shown by frequent urine-sugar tests—for successful therapy. 

Source: Harrison, T. R., et al.: Principles of Internal Medicine, ed. 3, New York, McGraw-Hill Book Co., 1958, p. 620. 


the most effective method of routine testing for glycosuria... 
color-calibrated 


BRAND 


the standardized urine-sugar test for reliable quantitative estimations 


Reagent Tablets 


Urinary tract infections are about four times more frequent in the diabetic than in 
the non-diabetic. The prevention and treatment of urinary tract infections, as well as 
the avoidance of other complications of diabetes, are significantly more effective in the 
well-controlled diabetic. The patient should be impressed repeatedly with the importance 
of continued daily urine-sugar testing—especially during intercurrent illness—and warned 
of the consequences of relaxed vigilance. 


“urine-sugar profile” with the new Graphic Analysis Record included in the CLINITEST 
Urine-Sugar Analysis Set (and in the tablet refills), daily urine-sugar readings may be recorded to 
form a graphic portrayal of glucose excretion most useful in clinical control. eaete 
¢ motivates patient cooperation through everyday use of Analysis Record 

¢ reveals at a glance day-to-day trends and degree of control AM ES 
¢ provides a standardized color scale with a complete range in the familiar blue-to: pig 
orange spectrum Toronto * Canada 


guard against ketoacidosis ADDED SAFETY FOR DIABETIC CHILDREN 


...test forketonuria AGETEST® KETOSTIX® 


for patient and physician us€ = Reagent Tablets Reagent Strips 
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AMPLUS 
IMPROVED 


(D-AMPHETAMINE + ATARAX® + VITAMINS ANO MINERALS) 


(AND SHE’S LOSING NOTHING BUT WEIGHT) 


e She’s not losing her ambition to reduce. (Thanks to 
d-amphetamine’s proven anorectic action. ) 

e She’s not losing her composure. (The tranquilizer, 
Atarax, calms diet-induced anxiety and jitters.) 

e She’s not losing essential vitamins and minerals. 
(AMPLUS IMPROVED supplies them.) 


MAKE THE ONE FOR GOOD MEASURE AMPLUS IMPROVED 


One capsule half-hour before each meal. Bottles of 100 
soft, soluble capsules, this actual size. £ . Pre- 
scription only. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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“Weill, 
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patient 
unhappily 4 


4 minimize care and eliminate despair with 


x brand Methamphetamine Hydrochloride 
Controls food craving, keeps the reducer happy —!n obesity, “‘our drug of choice has 
been methedrine . . . because it produces the same central effect with about one- 
half the dose required with plain amphetamine, because the effect is more pro- 
longed, and because undesirable peripheral effects are significantly minimized 
or entirely absent.’’' Literature available on request. 
Supplied: Tablets 5 mg., scored. Bottles of 100 and 1000. 
‘ Douglas, H. S.: West. J. Surg. 59:238 (May) 1951. 


rat BURROUGHS WELLCOME & CO. (U, S.A.) INC., Tuckahoe, New York 
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“Weill, I'll send the culture 
to the lab, and we should 
hear from Bacteriology ina 
day or two. Now, how 

shal! we treat her cystitis 
while we’re waiting?” 


“The chief usually orders AzoTREX. The azo dye 

is an excellent urinary analgesic and the 

sulfamethizole and tetracycline are likely to take care 

of most of the bugs you find in the urinary tract. 

If necessary, you can switch to something else after you get 
the lab findings. But it probably won’t be necessary.” 
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The Month in Washington 


Election of Sen. John F. Kennedy as Presi- 
dent made it probable that the issue of providing 
health care for the aged under Social Security 
again will be raised in Congress next year. 

Kennedy will go into the White House pledged 
“to the immediate enactment of a program of 
medical care for the aged through Social Se- 
curity.” His intentions present a serious chal- 
lenge to the nation’s physicians who have vig- 
orously opposed use of the Social Security system 
to provide health care for the aged. 

Kennedy’s program would provide what he 
described as “a life policy of paid-up medical 
insurance” for older persons. “It would provide 
them hospital benefits, nursing home benefits 
and x-rays and laboratory tests on an outpatient 
basis,” he said in his campaign. 

He said the Kerr-Mills legislation enacted 
into law last summer is inadequate. The medical 
profession supports this federal-state program 
to provide health care for needy and near-needy 
aged persons. In approving the Kerr-Mills pro- 
gram, Congress rejected the Social Security 
approach espoused by Kennedy and union labor 
leaders. 

Kennedy’s medical program also included: 
federal grants for construction, expansion, and 
modernization of medical, dental, and public 
health schools ; federal loans and scholarships for 
medical students; federal grants for renovating 
older hospitals; increased federal financial sup- 
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port for medical research, including basic re- 
search, and expansion of federal programs for 
rehabilitation of handicapped or disabled persons. 


The Federal Children’s Bureau reported that 
the infant death rate in the United States has 
declined since 1958 but still shows the effect of 
a 1957-58 setback. 

There was a steady decline in U.S. infant 
deaths during the 1950’s but increases in 1957 
and 1958. Since then, the infant death rate has 
headed downward again but still hasn’t made up 
the lost ground, even though the provisional 
rates for 1959 (26.4 deaths under one year per 
1,000 live births) and the first half of 1960 
(25.9 per 1,000) showed improvements. 

In 1915, when data were first gathered on 
infant mortality in this country, the rate was 
99.9 per 1,000. By 1940 this had been cut to 47, 
and by 1950, it had been reduced to 29.2. 

An all-time low of 26 was registered in 1956, 
It edged up to 26.3 in 1957 and 27.1 in 1958, 

According to the 1959 United Nations 
Demographic Yearbook, nine other countries re- 
ported lower infant mortality rates than the 
United States in 1958. They were: Sweden 15.8, 
Netherlands 17.2, Australia 20.5, Norway 20.5, 
Switzerland 22.2, United Kingdom 23.3, Den- 
mark 23.4, New Zealand 23.4, and Finland 24.5. 

Russia reported a rate of 81 in 1950 and 40.6 
in 195%, latest year for which data were reported. 
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when 
sulfa 
1S 
your 
plan 
of 
therapy... 


KYNEX 


Sulfamethoxypyridazine Lederle 


© 1-DOSE-A-DAY SULFA 


Rapid peak attainment in 1 to 2 hours'*... approximately one-half the time of other 
single-daily dose sulfas.? High free levels—as much as 95 per cent of circulating levels 
remaining in fully active unconjugated forms.’ Extremely low 2.7 per cent incidence of 
side effects in toxicity studies on 223 patients.‘ Includes total reactions (subjective and 
objective) , all temporary and rapidly reversed. No crystalluria reported. 


KYNEX TABLETS, 0.5 Gm., bottles of 24 and 100. Dosage: Adults, 0.5 
Gm. (1 tablet) daily following an initial first day dose of 1 Gm. (2 tablets). 
KYNEX ACETYL PEDIATRIC SUSPENSION, cherry-flavored, 250 mg. 
sulfamethoxypyridazine activity per tsp. (5 cc.). Bottles of 4and 16 fl. oz. 

New KYNEX ACETYL PEDIATRIC DROPS, cherry- -flavored, 125 mg. 
sulfamethoxypyridazine activity per cc. In 10 cc. squeeze bottle. 

New for acute G. U. infection AZO KYNEX TABLETS (for q.i. d. dos- 
age), 125 mg., KYNEX Sulfamethoxypyridazine in the shell with 150 mg. 
phenylazodiaminopyridine HCI in the core. 


Precautions: Usual sulfonamide precautions apply. 

1. Boger, W. P.; Strickland, C. S., and Gylfe, J. M.: Anti- 
biotic Med. & Clin. Ther. 3:378 (Nov.) 1956. 2. Boger, W. P.: 
In: Antibiotics Annual 1958-1959, New York, Medical Encyclo- 
pedia, Inc., 1959, p. 48. 3. Sheth, U. K.; Kulkarni, B. S., and 
Kamath, P. G.: Antibiotic Med. & Clin. Ther. 5:604 (Oct.) 1958. 
4. Anderson, P. C., and Wissinger, H. A.: U.S. Armed Forces 
M. J. 10:1051 (Sept.) 1959. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederie ) 
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is the symbol 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 
"nivarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
' for Tablets Quinidine Sulfate, he is 
_. assured that this “quality” tablet 
“is dispensed to his patient. 


‘Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 
Davies, Rose 


"Davies, Rose & Company, Limited 
é Boston 18, Mass. 


Physiotherapy in parkinsonism 


The physiotherapist is well trained in his art, 
but he is not a doctor and is not likely to per- 
form the required job unless directed to do so. 
The doctor must specify the type, duration, and 
frequency of treatment as well as the parts and 
motor deficits needing special attention. If a 
patient has difficulty in putting on his coat, the 
physiotherapist can correct this, if ordered to do 
so. Similarly, he can correct difficulties in get- 
ting in and out of bed, disturbances in gait, lost 
finger skills, and so on, but only if the patient 
reaches him before the muscle contractures be- 
come irreversible. A patient with a fixed kyphosis 
of the upper spine will not allow the therapist 
to straighten his back because of the severe pain 
involved. Yet, some doctors fail to order physio- 
therapy until the patient shows advanced signs 
of disability or the family becomes alarmed by 
ihe progression of symptoms. This should not be. 
Early treatment and prevention of later com- 
plications prove less costly in the long run and 
are of far greater benefit to the patient than are 
neglect and last-minute desperate efforts at cor- 
rection after the damage is done and the con- 
tractures can no longer be reversed. Lewis J. 
Doshay and Louis Boshes. Three Essentials in 
Therapy of Parkinson’s Disease. Postgrad. Med. 
May 1960, 


Part-time physician referrals 


The part-time industrial physician has a par- 
ticularly delicate problem in connection with the 
treatment of personal illnesses. He must be con- 
tinuously vigilant in order to avoid using his in- 
dustrial relationship to build up a private prac- 
tice. The principle of free choice of physician 
must always be kept in mind. Except where there 
is a valid personal physician relationship with 
an industrial worker, referrals should be to the 
office of the worker’s private physician and not to 
the office of the part-time industrial physician. 
Obviously, in some situations this may be diffi- 
cult, especially in very small communities where 
the part-time industrial physician is one of a 
small number of physicians residing in the lo- 
cality. Mac Roy Gasque, M.D. and Carl S. 
Plumb, M.D. Economic Influences of an Indus- 
trial Medical Program On a County Medical So- 
ciety. North Carolina M. J. September 1960. 
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...for the tense and nervous patient 


Despite the introduction in recent years of ‘‘new and different’’ tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. © 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 


g 


clinical use... 


Proven 
in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


jaundice or agranulocytosis 


A does not produce depression, Parkinson-like symptoms, 


does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 
or as MEPROTABS*—400 mg. unmarked, coated tablets. 


(i WALLACE LABORATORIES / Cranbury, N. J. 
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acetylsalicylic acid (300 mg.) and chlormezanone (50 mg.) 


Trancoprin 
interrupts 
the pain cycle 
at 3 points 


Tablets 
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Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm!* 
and quiets the psyche.?*>7 

The effectiveness of Trancoprin has been demonstrated clinically* in a 
number of patients with a wide variety of painful disorders ranging from’ 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of , 
862 patients,® Trancoprin brought excellent or good relief of pain to 88 per cent 
of the group. In another series,? Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 
excellent results obtained prompted the prediction that Trancoprin “. . . will 
prove a valuable and safe drug for the industrial physician.”® 


No serious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 
effects.®° In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 


Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —»tension—» spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 


The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stomach 
for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 


Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal® brand]. Bottles of 100 and 1000. 


non-narcotic analgesic 


References: 1. DeNyse, D. L.: M. Times 87:1512, Nov., 1959. 2. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 
3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 2:127, April, 
1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin, W. G., and Epifano, Leonard: Am. 
Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 8. Collective 
Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An evaluation of a muscle 
relaxant (Trancopal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


(|, )uthnop LABORATORIES , New York 18, N. Y. 
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What is your goal... 


in helping physically handicapped 
patients toward recovery? 


The Rehabilitation 
Institute 

of 

Chicago 

Offers Three 
Possibilities: 


moderate disability 
but able to work. 


... through comprehensive Services Available 

rehabilitation for for both in and 

« hemiplegia out patients: 

* paraplegia e Medical Care 

¢ quadriplegia e Nursing Care 

amputations e Laboratory Services 

e degenerative e Physical Therapy 
diseases of the e Occupational Therapy 
nervous system e Speech Therapy 

¢ traumatic disabili- e Medical Social Service 
ties of the hand e Vocational Counseling 

e arthropathies e Psychological Service 


severely disabled but not 
totally incapacitated. 


Admission on Medical Referral Only—Referring physician has courtesy 
staff privileges, receives regular interim reports, complete summary 
at discharge, and a recommended program for continued treatment. 


: Direct Inquiries to: 
REHABILITATION INSTITUTE OF CHICAGO : Pitctinaricsio: 
401 E. OHIO ST., CHICAGO 11, ILL. : 
A UNIVERSITY AFFILIATED HOSPITAL : 


Director 
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a breathing spell from asthma 
Quadr 


a rapid way to clear the airway 


increases cough effectiveness 
relieves spasm 


In chronic disorders 
“action of Quadrinal rapidly Clears the bronchial tree. Patients breathe more easily and acute 
are often eliminated. Quadrinal is well tolerated, even on prolonged administration. The 


: “potassium iodide in in Quadra provides an expectorant of time-tested effectiveness and safety. 


Indications : Bronchial asthma, chronit bronchitis, 
pulmonary fibrosis, pulmonary emphysema. 

Quadrinal Tablets, containing ephedrine HCl (24mg), 
phenobarbital (24 mg.), ‘Phyllicin’* calcium 
salicylate) (130 mg), and potassium indide 


available — 
"anew Quadrinal dosage form form with taste-appeal for alt age age groups : 
Aruit- flavored QUADRINAL SUSPENSION (i teaspoonful — 1/2 Quadrinal Tablet) 


PHARMACEUTICAL COMPANY, ORANGE, NEW 


*Quadrinal, Phylticio® 


. 
: 


After a history and a physical ruled out organic disease, 
the physician diagnosed the case as recurring states of 
anxiety. To relieve these symptoms for this busy, on-the-go 
housewife, he prescribes Meprospan-400, the only 
meprobamate in sustained-release form. 


pressures and irritations met in everyday life, nor is she 
likely to be incapacitated by autonomic disturbances, 
drowsiness, ataxia or other untoward reactions. 


Peacefully asleep, the patient enjoys beneficial rest. . . 

Meprospan-400 has relieved the tensions that previously 
prevented sleep or kept her tossing and turning throughout 
the night. 


As directed, the patient takes one Meprospan-400 capsule 
at breakfast. Her symptoms of tension and nervousness are 
soon relieved, and she will not have to remember to take 
another capsule until dinnertime. 


Alert and attentive, the patient participates in a P.T.A. 

meeting, following her second capsule of Meprospan-400 

taken with the evening meal. Meprospan-400 does not 

decrease her mental efficiency or interfere with her normal 
activities or behavior. 


most widely prescribed tranquilizer... 
most convenient dosage form... 


ONE CAPSULE LASTS 12 HOURS 


Meprospan-400 


400 mg. MILTOWN® SUSTAINED-RELEASE CAPSULES 


Usual dosage: One capsule at breakfast lasts all day, one capsule with 
evening meal lasts all night. Supplied: Meprospan-400, each blue- 
topped sustained-release capsule contains 400 mg. Miltown. Also 
available: Meprospan-200, each yellow-topped sustained-release capsule 
contains 200 mg. Miltown. For children: Capsules can be opened and 
the coated granules mixed with soft foods or liquids. 

Both potencies in bottles of 30. 


Samples and literature available on request. 
WALLACE LABORATORIES / Cranbury, N. J. 
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CREMOMYCIN. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN-—rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrnea-causing organisms. 

SULFASUXIDINE® (succinylsulfathiazole)—an ideal adjunct toneomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


CREMOMYCIN AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC. 


te 
\ Digsion of Merck & Co., Inc. 
A 
ig 
| 
r 
for December, 1960 29 aig 


this hypertensive 
patient prefers 


Photo used with patient’s permission. 


Patient’s comment: ‘‘The other drug [whole root rauwolfia] made me feel lazy. | just didn't feel 
in the mood to make my calls. My nose used to get stuffed up, too. This new pill [Singoserp] 
doesn't give me any trouble at all.”’ 


Clinician’s report: J. M., a salesman, had a 16-year history of hypertension. Blood pressure at 
first examination was 190/100 mm. Hg. Whole root rauwolfia lowered pressure to 140/80 — 
but side effects were intolerable. Singoserp, 0.5 mg. daily, further reduced pressure to 130/80 
and eliminated all drug symptoms. 


Many hypertensive patients and their physicians 


prefer Singoserp: because it usually lowers 
blood pressure without rauwolfia side effects 


& 
supp.iep: Singoserp Tablets, 1 mg. (white, scored). Also available: Singoserp®-Esidrix® Tablets #2 (white), each con- 
taining 1 mg. Singoserp and 25 mg. Esidrix; Singoserp®-Esidrix® Tablets #1 (white), each containing 0.5 mg. Singoserp 
and 25 mg. Esidrix. Complete information sent on request. e@ 


Singoserp® (syrosingopine CIBA) Singoserp®-Esidrix® (syrosingopine and hydrochlorothiazide CIBA) CIB A 


?/2844me 
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Squibb Triple Sulfas (Trisulfapyrimidines) 


Clinical experience continues to prove that 
TERFONYL provides many special advantages 
fundamental to successful antibacterial therapy. 


* specificity for a wide range of organisms + superinfection rarely 
encountered «+ soluble in urine through entire physiologic pH range 
* minimal disturbance of intestinal flora - excellent diffusion through- 
readily crosses blood-brain barrier - sustained 


out tissues + 
therapeutic blood levels * extremely low incidence of sensitization 


SUPPLY: Tablets, 0.5 gm. * Suspension, raspberry flavored, 0.5 gm. per teaspoonful (Scc.). 


31.) Squibb Quality—the Priceless Ingredient 


“rerronver® 1S A SQUIBB TRADEMARK 
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Gd ANS VERT 


ANTIVERT STOPS 


(virtually 9 times out of 10) 


Remission in 82%; relief in 92%. So reports an investigator who recently 
studied ANTiverT in dizziness.' After studying 50 patients, Scal concluded that 
“Those with Meniere’s syridrome who were given the preparation [ANTIVERT] 
in the early stages of this condition, reported prompt improvement in the relief 
of dizziness, headaches and tinnitus.’"! 


ANTIVERT Combines meclizine (12.5 mg.) with nicotinic acid (50 mg.). Prescribe 
one ANTIVERT tablet before each meal for relief of Meniere’s syndrome, arterio- 
sclerotic vertigo, labyrinthitis, and vertigo of nonspecific origin. 

Supplied: In bottles of 100 blue-and-white scored tablets. Prescription only. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


Antivert 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc 
Science for the World’s Well- -Being™ 


and to help combat the 
nutritional problems of aging... NEO BON® capsules 
five-factor geriatric supplement 


Illinois Medical Journal 
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on the pathogens 


“An inflammatory reaction here [renal papillae ] 

may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains 

more than 5000 nephrons. It is easy to see why a 

small abscess or edema in this area may occlude 

a portion of the papilla or the collecting ducts 

and may produce a functional impairment far in 

excess of that encountered in much larger lesions 

in the cortex.”! 

The “exquisite sensitivity”? of the medulla to 

infection (as compared with the cortex), high- : 
lights the importance of obstruction to the : 
urine flow in the pathogenesis of pyelonephritis. 
“There is good cause to support the belief that 
many, perhaps most, cases of human pyelone- 
phritis are the result of infection which reaches 
the kidney from the lower urinary tract.” 


to eradicate the pathogens no matter the pathway 


URADANTIN 


brand of nitrofurantoin 


High urinary concentration @ Glomerular filtration plus tubular excretion @ Rapid antibacterial 
action @ Broad bactericidal spectrum @ Free from resistance problems @ Well tolerated—even 
after prolonged use @ No cross resistance or cross sensitization with other drugs 

Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & 
Med. 30:406, 1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 


* NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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outstanding 
nutritional 


Mazoia Margarine is an economical tablespread and 
serves as a solid shortening, rich in linoleic acid and low 
in the more saturated fatty acids — making it an ideal 
dietary adjunct in the management of serum cholesterol. 
It contains 2 to 3 times as much linoleic acid as any other 
margarine in the grocery store, and 5 to 8 times as much 
as butter. It contains no dairy or animal fats, no coconut 
oil, and no cholesterol. 


Mazo.ta Margarine is indistinguishable from other 
quality margarines as to taste, aroma and handling 
characteristics. Thus, it can be part of the regular diet 
for the whole family, including the hypercholesterolemic 
patient. The major ingredient in MazoLa Margarine — 
liquid Mazota Corn Oil—is NOT hydrogenated, thereby 
preserving its rich content of linoleates. 


Send for free booklet: 
“Recent Advances in the Dietary Control 
of Hypercholesterolemia.” 


MARGARINE 


scientifically formulated with 
pure liquid non-hydrogenated 
MAZOLA Corn Oil. 


Two ounces or 56.8 Gm. (4 tablespoons) of 
MAZOLA Margarine supply: 


Linoleic acid 12 Gm. 
Oleic acid 23 Gm. 
Saturated fatty acids 8 Gm. 
Plant sterols (sitosterols) 215 mg. 
Natural tocopherols 30 mg. 


Vitamin A 1870 USP units 
Vitamin D 250 USP units 
Calories 415 


Available in the refrigerator sections of grocery 
stores in the same general price range as other 
premium quality margarines, in 1-lb. packages (four 
¥Y% \b. sticks). 


BEST FOODS. Division of Corn Products Co., NEW YORK 22, N.Y. 
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ANNOUNCING— 

SPECIFICALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICILLIN 


sodium dimethoxyphenyl penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASE 
WHICH INACTIVATES 
OTHER PENIGILLINS 


CUT HERE FOR FILING 


CUT HERE FOP FILING 
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OrriciaL PacKaAce CircuLaR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 
For Injection 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 

Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxypheny| penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 

saline and inject at the rate of 10 ml. per minute. 

*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
(continued) 
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MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antomicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 meg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1] hour; and then progressively decline to less than 
1 meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 

During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment, Because of the resistance of STAPHCILLIN 


to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 


with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 


If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 


CUT HERE FOR FILING 


CUT HERE FOR FILING 


In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
and retained its antibacterial action. 
By contrast, penicillin G was rapidly 
destroyed in the same period of time. 
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STAPHCILLIN 
PENICILLIN G 
STAPHCILLIN 
PENICILLIN G 


Specifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


The failure of staphylococcal infections to respond to penicillin therapy is attributed to 
the penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 


Unlike other penicillins: 


{ STAPHCILLIN is effective because it retains its antibacterial activity despite the pres- 
ence of staphylococcal penicillinase. 


2 The clinical effectiveness of STAPHCILLIN has heen confirmed by dramatic results in 
a wide variety of infections due to “resistant” staphylococci, many of which were serious 
and life-threatening. 


Like other penicillins: 

STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
pain or irritation at the injection site is comparable to that following the injection of 
penicillin G. Jn occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 
additional information concerning clinical experiences with StapHciLLin, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N.Y. 20, N. Y. 


BRISTOL LABORATORIES * SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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new clinical study’ 
cites beneficial 
results in over 

90% of cases in 


Use of SARDO in 118 dermatological patients to relieve 
dry, itchy, scaly, fissured skin achieved these excellent 
results: 
CASES AFTER SARDO* 
Excellent Good Poor 


49 Senile skin 32 13 4 
26 Dry Skin in younger 
patients (diabetes, etc.) 14 


20 Atopic dermatitis 8 


13 Actinic changes 


10 Ichthyosis 3 


Skin Conditions Benefited No Benefit 


20 Nummular dermatitis 19 1 
10 Neurodermatitis 10 - 


SARDO acts! to (A) lubricate and soften skin, (B) replenish natural 
emollient oil, (C) prevent excessive evaporation of essential moisture. 


SARDO releases millions of microfine water-miscible globules to pro- 
vide a soothing suspension which enhances the efficacy of your other 
therapy. 


SARDO is pleasant, convenient, easy to use; non-sticky, non-sensitiz- 
ing. Bottles of 4, 8 and 16 oz. 


for SAMPLES and complete reprint of Weissberg paper, please write... 


1. Weissberg, G.: 
Clin. Med., June 
1960. 


2. Spoor, H. J.: 
N. Y. St. J. Med., 
Oct. 15, 1958. 


*patent pending 
T.M. ©1960 


Sardeau, Inc. 75 Fast 55th Street, New York 22, N. Y. 
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and purulent exudate — 


Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the 
desired anti-infective action 
in this as in a wide variety 
of bacterial diseases. 


Supplied: Capsules, each 
containing Panmycin* 
Phosphate (tetracycline 
phosphate complex), 
equivalent to 250 mg. 
tetracycline hydrochloride, 
and 125 mg. Albamycin,* 
as novobiocin sodium, in 
bottles of 16 and 100. 


“Trademark, Reg. U. S. Pat. Off. 


The Upjohn Comp 
Kalamazoo, Mich 
Upjohr 
a 


your broad-spectrum 
antibiotic of first resort 


7 


SERVICE, PLEASE 
LEAVE GIRDLES, 
BRASSIERES, 
PANTIES, SLIPS 
AND GARTER 
HARNESS aT 
HOME . 


hearing improved... 


tinnitus 
and vertigo 
relieved in 
circulatory disturbances 
of the 


inner ear’ 


® 
brand of nylindrin 
hydrochioride N.N.D. 


In patients with disturbances of the inner ear— impaired 
hearing, tinnitus or vertigo — Arlidin produced remission 
of their chief complaint in over 50% of cases. Rubin and 


Anderson state ‘“‘we were very much encouraged, inasmuch as 


no other vasodilator that we have used has ever achieved 
more than a 25 per cent response.” 


“significant hearing improvement’”’ 


was obtained in 32 of the 75 patients studied. 


Names that make sense 


When I was a student, blood beneath the dur: 
mater was not called subdural haematoma bu 
pachymeningitis interna haemorrhagica. Thi 
convinced everyone that it was caused by inflam 
mation and held up the discovery that head in- 
juries caused subdural bleeding which can b 
surgically treated. Take another example. We al! 
see middle-aged women with restless, painful 
arms, worse at night and worse after doing the 
washing. It is a common condition and nobody 
really knows what causes it. Yet according to the 
wide varieties of cause which are suspected—so 
is it given as many names: Brachial neuritis, the 
costoclavicular syndrome, the  scalenus-anticus 
syndrome, cervical rib, the carpal-tunnel syn- 
drome. This is impossibly silly. If this condition 
had some reasonable name like ‘nocturnal brachi- 
algia’ then we could profitably discuss whether 
it was caused by a neuritis or by costocla- 
vicular compression or by compression of the 
median nerve in the carpal-tunnel. But to name 
it the costoclavicular syndrome and then to dis- 
cuss whether the costoclavicular syndrome _ is 
caused by carpal-tunnel compression makes no 


rationale: 


The clinicians note that impairment in hearing, 
disturbance in balance, and tinnitus involving the 
inner ear ‘‘may be explained on the basis of 
labyrinthine artery insufficiency” due to spasm 
or obstruction of the vessels. Arlidin was found 

to be ‘‘superior to all other vasodilating 
measures” in increasing blood flow through: 
these vessels and in allaying spasm. 
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sense, anatomically or physically. However sure 
of a cause clinicians may be, a diagnostic label 
must be descriptive and not casual. Richard 
isher, M.D. Making Sense. J. Oklahoma M. A. 
lugust 1960. 


Psychopharmacology 


Regardless of the class of drugs [tranquilizers | 
being used, the huge number of state hospital 
patients now being treated with them universal- 
ly demonstrate a nondescript type of intoxication 
made up of the peculiar mixture of depleted 
sensation, narrowed attention and impaired 
judgment which is common to all central nervous 
system toxins. The safest of the drugs show a 
sedative action comparable to that of a glass of 
warm milk, and those with a more pronounced 
effect show few, if any, advantages over the old 
familiar sedatives. In no case can it be demon- 
strated that any effect on the patient’s emotional 
state is produced other than that which results 
from the blurring of consciousness. C. £. Goshen, 


M.D. Psychopharmacology Reappraised. GP. 
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tablet form 


BREED RADIUM INSTITUTE 


SUITE 633 PITTSFIELD BUILDING 
55 EAST WASHINGTON STREET 
CHICAGO 2, ILLINOIS 


TUMOR THERAPY 


J. Ernest Breep, B.S. M.D. 


Boarp CERTIFIED 


RAndolph 6-5794 


u. Ss. vitamin & pharmaceutical corp. 


superior to all other 
vasodilating measures in its 
effect on the labyrinthine arteries.” 


...@fficacious where other 
vasodilators failed 


Arlidin is available in 6 mg. scored 
tablets, and 5 mg. per cc. parenteral solution. 
See PDR for dosage and packaging. 


Protected by U.S. Patent Numbers: 
2,661,372 and 2,661,373 


1. Rubin, W., and Anderson, J. R.: Angiology 9:256, 1958. 


Arlington-Funk Labs., division. 
250 East 43rd Street, New York 17, N.Y. 


| June 1960, 
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no irritating crystals - uniform concentration in each 


ELTRASOL 


STERILE OPHTHALMIC SOLUTION 


drop 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient’s 
cul-de-sac or in his lashes. ... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.'’? 


1. Lippmann, O.: Arch. Ophth. §7:339, March 1957 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL”®. In 5cc. and 2.5 cc. 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., INc. 


q. MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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depression 


To restore emotional stability 
during the declining years 


To f a 
brand of imipramine hydrochloride 


Thymoleptic 


geriatric 


Tablets of 10 mg. 


Recent studies’ ’ strongly indicate | 
underlying depression as a causative 
factor, and Tofranil as an eminently 


successful agent, in restoring the difficult 
geriatric patient to a more contented frame % 


of mind and more manageable disposition. 


1. Cameron, E.: The Use of Tofranil in 
the Aged, Canad. Psychiat. A. J. Special 
Supplement, 4:S160, 1959. 2. Christe, P.: 

_ Indications for Tofranil in Geriatrics, 
Schweiz. med. Wchnschr. 90:586, 1960. 
3. Schmied, J., and Ziegler, A.: Tofranil in 
Geriatrics, Praxis 49:472, 1960. 


Also Available: 


For the treatment of non-geriatric . 
depression: Tofranil tablets of 25 mg. 
and ampuls of 25 mg. in 2 cc. solution. 


Geiyy Geigy, Ardsley, New York 


T0-451-60 
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in allergic respiratory disorders 


ristocort 


Triamcinolone LEDERLE 


UNSURPASSED “‘GENERAL-PURPOSE”’ STEROID 
OUTSTANDING FOR “‘SPECIAL-PURPOSE” THERAPY 


ARISTOCORT Triamcinolone has long since proved its unsurpassed efficacy and 
relative safety in treating allergic respiratory disorders, including bronchial 
asthma. Clinical evidence has now shown that ARISTOCORT is also highly valuable 
for “special-problem” patients — asthmatic and others — who, because of certain 
complications, were hitherto considered poor candidates for corticosteroids. 


for example: 
PATIENTS WITH IMPENDING CARDIAC DECOM PENSATION | 
In contrast to most of its congeners, ARISTOCORT is not contraindicated when 
edema is present or when cardiac decompensation impends.! 


PATIENTS WITH EMOTIONAL AND NERVOUS DISORDERS 
Triamcinolone did not produce psychic disturbances or insomnia.” 


PATIENTS WHOSE APPETITES SHOULD NOT BE STIMULATED 
Among patients treated with ARISTOCORT, there was less appetite stimulation, 
especially in those who had previously gained weight on long-term therapy 
with other steroids.* 


PATIENTS WITH HYPERTENSION 
There was no blood pressure increase in any patient treated for bronchial 
asthma, and in some, blood pressure fell. Of these, three had been hypertensive. 


References: 
1. McGavack, T. H.; Kao, K. Y. T.; Leake, D. A.; Bauer, H. G., and Berger, H. E.: 
Am. J. M. Se. 236:720 (Dec.) 1958. 


2. McGavack, T. H.: Nebraska M. J. 44:377 (Aug.) 1959. 


3. Friedlaender, S., and Friedlaender, A. S.: Antibiotic Med. & Clin. Ther. 5:315 
(May) 1958. 
4. Sherwood, H., and Cooke, R. A.: J. Allergy 28:97 (March) 1957. 


Precautions: Collateral hormonal effects generally associated with corticosteroids 
may be induced. These include Cushingoid manifestations and muscle weakness. 
However, sodium and potassium retention, edema, weight gain, psychic aberration 
and hypertension are exceedingly rare. In the treatment of allergic respiratory dis- 
orders, dosage should be individualized and kept at the lowest level needed to control 
symptoms. Dosage should not exceed 36 mg. daily without potassium supplementa- 
tion. Drug should not be withdrawn abruptly. Contraindicated in herpes simplex 
and chicken pox. 


Supplied: Scored tablets—1 mg. (yellow) ; 2 mg. (pink); 4 mg. (white) ; 16 mg. (white). 
Also available— syrup, parenteral and various topical forms. 


DERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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an antibiotic improvement 
designed to provide * “Se 
greater therapeutic effectiveness\ 


-( 


Pulvule 


(propiony! erythromycin ester lauryl sulfate, Lilly) 


in a more acid-stable form 
assure adequate absorption even when taken with food 


Ilustra 
Ilosone retains 97.3 percent of its antibacterial activity after exposure to gastric the file 
juice (pH 1.1) for forty minutes.! This means there is more antibiotic available Terth 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown? to be decisively effective in a wide variety of bacterial infections—with 


a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 


1. Stephens, V. C., et a/.: J. Am. Pharm. A. (Scient. Ed.), 48:620, 1959. 
2. Salitsky, S., et a/.: Antibiotics Annual, p. 893, 1959-1960. 

3. Reichelderfer, T. E., et a/.: Antibiotics Annual, p. 899, 1959-1960. 
4. Kuder, H. V.: Clin. Pharmacol. & Therap., in press. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


032644 
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SYNCILLIN 
ACUTE BRONCHITIS * 
250 mge t d. 6 days 


HLF. “45-year-old white female. First seen on 


>, 


Aug. 24, 1959 with acute bronchitis of 3 days’. 


duration. Culture of the sputum revealed alpha — 
A 250 mg. SYNCILLIN 


hemolytic streptococci. 
tablet was administered 3 times daily. Another 


sputum culture taken on Aug. 27 showed no growth. 


On Aug. 30, the patient appeared much improved 


and SYNCILLIN was discontinued. 
athe files of i 
ibumatories! Recovery uneventful. 
Hepartment 


THE ORIGINAL phenethicl tin 


(phenoxyethy! penicillin potassium) 


SY VTHESIZE AND MADE \V ATLABLE BY BRISTOL LABORATORIES 


e form to meet the individual requirements of patients of all ages in home, office, clinic, and fioapital? 
Tablets 250 mg. (400,000 units)... Syncillin Tablets — 125 mg. (200,000 units) 
uillin for Oral Solution — 60 ml. bottles — when reconstituted, 125 mg. (200,000 units) per 5 ml. 

iin | ediat ric Drops 1.5 Gm. bottles. Calibrated dropper delivers 125 mg. (200,000 units} 
t 10 days to prevent the development of rheuma 
usceptible 


infections should be treated for at 
Lasprophylaxis against bacterial endocarditi 


BRISTOL LABOR AT RIES. 
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You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 


‘ 
a 
And 


calms anxiety! 


Smooth, balanced action lifts 
depression as it calms anxiety... 
rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 

ers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such ‘‘seesaw”’ effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Acts swiftly — the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


Bibliography (13 clinical studies, 858 patients): 1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethy! benzilate) hydrochlo- 
ride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 


Santy, A. and Pulito, F 


(77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 


20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6. Gordon, P. £. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Depro! (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Tregtment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 


Exper. Psychopath. In press, April-June 1960. 


“Deprol* 


2 
WwW} WALLACE LABORATORIES / Cranbury, N. J. 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 
3 tablets q.i.d. 

Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 
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Redisol (Cyanocobalamin, crystalline vitamin By2) often stimulates children’s appetites with consequent weight gain. 
Tiny Redisol Tablets (25, 50, 100, 250 mcg.) dissolve instantly in the mouth, on food or in liquids. 

Also available: cherry-flavored Redisol Elixir (5 mcg. per 5-cc. teaspoonful); Redisol Injectable, 
cyanocobalamin injection USP (30 and 100 mcg. per cc., 10-ce. vials and 1000 mcg. per cc. in 1, 5 and 10-cc. vials). 


Drawings reproduced from “A Hole Is to Dig”, copyright by Ruth Krauss and Maurice Sendak, published by Harper & Brothers. 
For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


mQo MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


REDISOL IS A TRADEMARK OF MERCK &CO., INC, 
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ie a book 1s to look at 
‘ce buttons are to keep people warm 
a cats are so you can have kittens 
a REDISOL,is so kids have better appetites 


A LEADER IN 


IMMUNOLOGIC 
AGENTS 


ANTIRABIES SERUM 
RABIES VACCINE 
BOTULISM ANTITOXIN 
CATARRHALIS VACCINES 
CHOLERA VACCINE 


DIPHTHERIA-TETANUS 
TOXOIDS 

GAS GANGRENE 
ANTITOXIN POLYVALENT 


INFLUENZA VIRUS 
VACCINE POLYVALENT 


MUMPS VACCINE 
PERTUSSIS VACCINE 


POLIOMYELITIS 
IMMUNE GLOBULIN 


ROCKY MOUNTAIN 
SPOTTED FEVER VACCINE 


SMALLPOX VACCINE, 
AVIANIZED* CHICK 
EMBRYO ORIGIN 


STAPHYLOCOCCUS TOXOID 
TETANUS ANTITOXIN 


TETANUS-GAS 
GANGRENE ANTITOXIN 


TETANUS TOXOIDS 


TRI-IMMUNOL* 
Diphtheria-Tetanus Toxoids 
and Pertussis Vaccine 


TYPHOID-PARATYPHOID 
VACCINE 


TYPHUS VACCINE 
POLLIGENS® 


(Eastern and Western) 
Pollen Antigens 

MIXED GRASSES & 
COMBINED RAGWEED 
Pollen Antigens 
ALLERGENIC PROTEIN 
EXTRACT Dust (House) 


“Trademark 


LEDERLE LABORATORIES 

A Division of 

AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Know the difference 


It is dismaying to find that such simple terms 
as “private’’ and “public” ownership are not 
clearly understood by the American people. 
Even more so is the unfavorable connotation at- 
tached to “private” ownership by those who 
think they understand it. 

A recent exhaustive survey of customers of 
investor-owned electric utilities discloses that a 
majority of Americans regard private owner- 
ship as something restricted to a favored few. 
On the other hand, they think public ownership 
means not statism suppression of individual 
rights, but something that is “available for every- 
one.” 

This confusion extends on through words 
which seem even more explict in their meaning. 
Less than half of those surveyed grasp the mean- 
ing of ‘nationalized.’ Nor is the term ‘socialized’ 
clearly understood. 

It may be that the unfavorable meaning at- 
tached to private ownership is a hangover from 
the long-gone days of the “robber barons” and 
“monopolists.” Yet it is hard to see how anyone 


1220 DEWEY AVENUE 


ESTABLISHED 1884.. 


Y 
WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 


For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 
. BOOKLET ON REQUEST 
Fully Accredited 


can fail to be aware that private ownership is 1 ie 
foundation of free enterprise, and has broug it 
incalculable benefits to the nation. 

Just to keep the record straight: Private 
ownership means ownership by private indivi- 
duals, as opposed to government ownership, 
whether that ownership is vested in one person, 
or in hundreds of thousands of owners, as in 
the case of great corporations. Public ownership 
is government ownership, and government owne:- 
ship is the first step on the road to Socialisn, 
Reprinted from Indianapolis News in Industricl 
News Review. Oct. 1%, 1960. 


The physician and dental surgery 


The best dental care is provided when a phy- 
sician performs the presurgical physical exami- 
nation. The public will demand this, particularly 
in the hospital setting. This is not discrimination 
against the dentist because often there are re- 
strictions placed on general practitioners or on 
other specialities in much the same manner. 
Mark Berke and Sidney Epstein, DDS. Den- 
tistry in the Hospital. Hospitals Jan, 16, 1960. 


Sleyster Hall 
ONE OF 14 UNITS 
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Robaxisal 


ROBAXIN® WITH ASPIRIN 


ROBAXISAL, a new dual-acting muscle relaxant-analgesic, effectively treats both skeletal 
muscle spasm and severe pain due to or associated with the spasm. Each Tablet contains: 


e A relaxant component — Robaxin* — widely recognized for its prompt, long-lasting relief of 
painful skeletal muscle spasm, with unusual freedom from undesired side effects 400 
°Methocarbamol ‘Robins’ U.S. Pat. No. 2770649. 
e An analgesic component—aspirin—whose pain-relieving effect is markedly enhanced by Robaxin, 
and which has added value as an anti-inflammatory and anti-rheumatic agent... . (5 gr.) 325 mg. 


SUPPLY: Rosaxisat Tablets (pink-and-white, laminated) in bottles of 100 and 500. 
Also available: RoBaxis Injectable, 1.0 Gm. in 10-cc ampul. RoBAxIN Tablets, 0.5 Gm. (white, scored) in bottles of 50 and 500. 


... orawhen anxicly accompanies pain and spasm: ROBAXISAL®-PH (Robaxin® with Phenaphen®), Sedative-enhanced analgesic 
and skeletal muscle relaxant. Each two white-and-green laminated Ropaxisit-PH tablets contain: methocarbamol 800 mg., 
plus the equivalent of one Phenaphen capsule (phenacetin 194+ mg,, acetylsalicylic acid 162 mg., hyoscyamine sulfate 0.031 mg., 


and 14 gr. phenobarbital 16.2 mg.). Bottles of 100 and 500. 
Making today’s medicines with integrity 


A.H. ROBINS CO.,INC., Richmond 20, Va. salt 
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to help 


restore essentials 


for comfort 
and health 
an the 


DESITIN OINTMENT maintains the normal 
balance of vitamins A and D and unsaturated 
fatty acids (from high grade Norwegian cod 
liver oil) essential to skin integrity. Desitin 
Ointment soothes, protects, lubricates; aids 
tissue repair in...rash and excoria- 
tion due to incontinence; senile 
dryness and itch, eczemas, ex- 
ternal ulcers, stasis dermatitis 


samples available from 


DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. I. 
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® 
relieves pain, 
muscle spasm, 


nervous tension 
rapid action + non-narcotic + economical 


“We have found caffeine, used in combination with acetylsalicylic acid, 
acetophenetidin, and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 
effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 


Each contains; Sandoptal ( Allylbarbituric Acid N.F. X) 
; ee 50 mg. (3/4 gr.), caffeine 40 mg. (2/3 gr.), acetylsalicylic acid 
New Form Fiorinal Capsules 200 mg. (3 gr.), acetophenetidin 130 mg. (2 gr.). 


Dosage: | or 2 every four hours, according to need, up to 6 per day. 


Available: Fiorinal Tablets and 
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SANDOZ 


PROTECTION AGAINST LOSS OF INCOME 
FROM ACCIDENT & SICKNESS AS WELL AS 
HOSPITAL EXPENSE BENEFITS FOR YOU AND 
ALL YOUR ELIGIBLE DEPENDENTS 


ALL PHYSICIANS 
SURGEONS 
COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


Since 1902 


Handsome Professional Appointment Book 
Sent To You FREE Upon Request 


CONSIDER NOW 


These Outstanding Insurance Plans available to Members 
of THE ILLINOIS STATE MEDICAL SOCIETY: 


!. THE DISABILITY PLAN: 
Provides an income when unable to practice at your 
profession due to an accident or illness condition. 


2. MAJOR HOSPITAL & NURSE EXPENSE PLAN: 
The new Catastrophic Hospital and Nurse Expense 
~Plan makes up to $10,000.00 available for you and 
your dependents. 


Both Plans provide a substantial premium saving. 
Write or telephone today for further details 


PARKER, ALESHIRE & COMPANY 


Established 1901 


175 West Jackson Blvd. Chicago 4, Illinois 
Telephone WAbash 2-1011 


Administrators of Special Group Plans 
for Professional Organizations 
and 
General Insurance — Life, Fire 
Automobile, all Casualty Lines 


Kidney homotransplant successful 


Merrill and his co-workers now report a ca» 
of chronic glomerulonephritis with uraemia 1) 
which they successfully transplanted a kidney 
from a twin brother whose non-identity wi 
demonstrated by his rejecting a skin graft fro 
the patient. An unusally close antigenic relation 
ship was nevertheless indicated by the slownes. 
with which the healthy twin rejected the firs 
skin graft (a second graft was rejected rapidly } 
and by consanguinity in no less than 25 blood 
groups tested. The patient himself did not. re 
ject his twin’s skin graft; but this was not con 
sidered evidence of identity, since skin homo 
grafts are known to survive exceptionally long 
in uraemic patients. In these somewhat unusua! 
circumstances Merrill and his colleagues applied 
whole-body irradiation in low dosage (without 
narrow infusion) in the hope of averting the 
immediate antibody response that would other- 
wise be engendered by transplanting the healthy 
kidney. This operation was then successfully 
carried out and a functioning kidney established. 


A week later, when irradiation had reduced the 


| white-blood-cell count to less than 50 per c.mm., 


the patient’s critical condition prompted sur- 


_ gical exploration, which revealed an acute ab- 


scess involving the patient’s own right’ kidney. 
This was drained and both his kidneys were re- 
moved. The spleen only was irradiated after the 


operation; and within a few weeks the patient's 


condition improved greatly: his white-blood-cell 
count rose, and his blood-pressure, heart size, 
towards normal. 


and kidney function returned 


Ten weeks after the operation he was discharged 
from hospital, and he has remained symptom- 
free and active for more than a vear. Six months 
after its implantation the skin graft he had re- 
ceived showed slight atrophic changes, suggest- 
ing that it was undergoing very slow rejection. 
Biopsy of the transplanted kidney showed cellu- 
lar changes with the same implication, despite 
good kidney function. This situation was met 
hy repeated low-dose irradiation of the whole 
hody, and by large doses of steriods—a combina- 
tion which probably prevented a fatal homograft 
reaction. Kidney Homotransplants Man. 
Lancet. Sept. 10, 1960. 
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Nothing xo needs reforming as other people’s 
habits. —- Mark Twain 
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Parke-Davis 
ab 
~ 
re FOR SIGNIFICANT ANABOLIC GAINS IN: ASTHENIA (UNDER. 
e WEIGHT, ANOREXIA, LACK OF VIGOR); CONVALESCENCE FROM | 
ll SURGERY OR SEVERE INFECTIONS; WASTING DISEASES; BURNS; 
ze, FRACTURES; OSTEOPOROSIS; AND IN OTHER CATABOLIC STATES 
al. 
PROMOTES AND MAINTAINS POSITIVE NITROGEN BALANCE @ HELPS 
ni RESTORE APPETITE, STRENGTH, AND VIGOR M@ BUILDS FIRM, LEAN 
e- MUSCULAR TISSUE M FAVORABLY INFLUENCES CALCIUM AND 
st- PHOSPHORUS METABOLISM Ml PROMOTES A SENSE OF WELL-BEING 
u- ADROYD PROVIDES HIGH ANABOLIC ACTIVITY — The tissue-building potential of — 
te ADROYD exceeds its androgenic action to the extent that masculinizing effects have not been 
et a problem in clinical use.* Other advantages of ADROYD are: Neither estrogenic nor progesta- — 
le tional. No significant fluid retention. Apparent freedom from nausea, vomiting, and other 
1- gastrointestinal disturbances. Effective by the oral route. 
; See medical brochure, available to > physicians, for details of administration and dosage. 
Supplied: 10-mg. sored tablets, bottles of 30. ae P A R K E- D AV | S 
*Reports to Department of Clinical Investigation, Day 
Company, 1958 and 1959, : PARKE DAVIS & COMPANY DETROIT 32 MICHIGAN 
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What’s she doing that’s of medical interest? 


She’s drinking a glass of pure Florida orange juice. And 
that’s important to her physician for several reasons. 

How your patients obtain their vitamins or any of 
the other nutrients found in citrus fruits is of great 
medical interest — considering the fact there are so 
many wrong ways of doing it, so many substitutes and 
imitations for the real thing. 

Actually, there’s no better way for this young lady 
to obtain her vitamin C than by doing just what she is 
doing, for there’s no better source than oranges and 
grapefruit ripened in the Florida sunshine. There’s no 
substitute for the result of nature’s own mysterious 
chemistry, flourishing in the warmth of this luxurious 
peninsula, 


An obvious truth, you might say, but not so obvious 
to the parents of many teen-agers. 

We know that a tall glass of orange juice is just 
about the best thing they can reach for when they raid 
the refrigerator. We also know that if you encourage 
this refreshing and healthful habit, you'll be helping 
patients to the finest between-meals drink there is. 

Nothing has ever matched the quality of Florida 
citrus — watched over as it is by a State Commission 
that enforces the world’s highest standards for quality 
in fresh, frozen, canned or cartoned citrus fruits and 
juices. 

That’s why the young lady’s activities are of medical 
interest. 


© Florida Citrus Commission, Lakeland, Florida 
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Acts within minutes—KOAGAMIN, unlike other hemostatic agents, acts quickly in minimal 
dosages. Working on the late phases of the clotting mechanism, KOAGAMIN does not require 
massive and prolonged pre- or postoperative dosages to control capillary and venous bleeding. 
Acts with predictable safety—In 20 years of clinical use, no toxic or side actions have been 
reported with KOAGAMIN. Bleeding is arrested without danger of thrombosis, and because 
KOAGAMIN contains no protein or alkaloid, it can be administered without danger of sensi- 
tization or untoward reactions. 

Acts effectively in a broad range of indications—Because of its unparalleled safety and 
outstanding effectiveness, KOAGAMIN has been successfully employed in... hemorrhagic dis- 
eases, abnormal bleeding, blood disorders, surgical cases and trauma. 

KOAGAMIN, an aqueous solution of oxalic (5 mg. per cc.) and malonic (2.5 mg. per cc.) acids for parenteral 
use, is supplied in 10-cc. diaphragm-stoppered vials. 


CHATHAM PHARMACEUTICALS, INC * NEWARK 2, NEW JERSEY 
Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 


BEFORE, DURING AND AFTER SURGERY 


( hemostat) 


minimal 
dosage and 
safety 
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ably retailing, who have hitherto been exemp.. 
One result, as Life says, would be more un- 
Life Magazine recently devoted a full-page  gmployment—the affected enterprises would 
editorial to the thesis that this nation needs  ,. fey marginal workers as possible. A secon 
more, not less, toil. In the course of its discus- result, in all likelihood, would be a new wave o/ 
sion, it said: “Whether unions have too much price increases—that is, a new wave of inflation. 
power, that power is no longer directed toward 4 third result. which is directly tied in with th: 
the whole needs of the economy of the U.S. or fr.4 would be to deprive great numbers of un 
the rest of the world. The enterpriser, the tax-  J-i}leg people of the opportunity to gain experi 
reformer, the tariff-reducer can do a lot more to .nee that would qualify them Sun Dahlen jobs. 
meet these needs than any of the current ortho- 7 


Deep roots 


The biggest current need in the labor-manage 

dox ‘pro-labor’ proposals such as a minimum jyent field is for programs designed to secure 

wage hike which would increase unemployment —jyaximum production at minimum cost, within 

by forcing employers to weed out workers who the Jimits of fair and reasonable work-weeks and 

simply aren't worth more than $1 an hour.” work-rules. Deep Roots. Industrial News Re- 
Tf this seems a harsh judgement, it has deep jp. Qet. 17, 1960. 

roots in economic law. There is only one way 

that incomes can be increased and living stand- 

ards improved without running the risks of 

disastrous inflation—and that is though in- Every tomorrow has two handles. We can take 

creased worker productivity. The current mini- hold of it with the handle of anxiety or the 

mum wage proposals are a good example of the handle of faith. We should live for the future, 

wrong way to go about it. Not only would the and yet should find our life in the fidelities of 

wage be increased, but the law would be extended the present; the last is only the method of the 

to millions of workers in local enterprises, not- first. — Henry Ward Beecher 


HOSPITAL 


THERAPEUTIC—NOT CUSTODIAL 


Forest Hospital is devoted to intensive, short-term treatment for psychiatric 
patients. The guiding philosophy is therapeutic—not custodial. The goal is early 
return to the community. 


Is this a realistic goal? Our records show that it is. Average-patient-stay at 
Forest Hospital compares well with average-patient-stay at general hospitals. 
When your patient requires psychiatric care, consider the advantages of thera- 
peutically oriented Forest Hospital. 


Fully Approved: Central Inspection Board of American Psychiatric Association 


Joint Commission on Accreditation of Hospitals 
A Blue Cross-Blue Shield Plan Hospital 
Rudolph G. Novick, M.D. 


Medical Director 
555 WILSON LANE DES PLAINES, ILLINOIS * VANDERBILT 4-2193 
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Beating 
too fast? 


Slow it 
down with 


S ERP ASI L Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cia) following conditions: mitral disease; myocardial infarction; 
cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 
patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 


SUPPLIED: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. CIBA 


SUMMIT-NEW JERSEY 
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over 8O years’ specialized experience 
in the restorative treatment of 


At The Keeley /nstitute your patients 
are assured of receiving: 


e the most modern, coordinated, comprehensive, rehabilitative 

. regimen 

e in addition to medical, nutritional and physiotherapeutic treatment, 
we also offer psychiatric diagnosis and psychotherapy 

#4 full cooperation throughout with the referring physician 

e in addition to the care of the alcoholic we also treat narcotic and 
drug addiction 

e surprisingly low cost—to cover all medical care, medicines, 
laboratory work, room and excellent cuisine 
You can obtain more detailed information by writing us direct. 


We we/come your referrals.... 


Member American Hospital Association 
Member Illinois Hospital Association 


Licensed by the Department of Public Health, 
State of Illinois 
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for chronic bronchitis 


The 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


BRISTOL LABORATORIES, svRACUSE, NEW YORK 
Div. of Bristol-Myers Co 
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BRISTOL 


SUPPLY: TETREX Capsules—tetracycline phosphate 
complax-each equivalent to 250 mg. tetracycline HCI 


activity. Bottles of 16 and 100. 

TETREX Syrup —tetracycline (ammonium polyphosphate 
buffered) syrup—equivalent to 125 mg. tetracycline HCI 
activity per 5 ml. teaspoonful. Bottles of 2 fl. oz. and 1 pint. 
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Optimum nutrition 


Nutritional research has increasingly empha- 
sized the importance of obesity, atherosclerosis, 
and other degenerative diseases, and is placing 
suspicion upon overnutrition of various kinds. 
it may be noted that many of the less abun- 
dantly fed populations are relatively free of 
those diseases which are a major cause of death 
in the United States. Optimum nutrition is un- 
Qoubtedly obiained by an intake of neither too 
little nor too much of each specific nutrient. 
Although no attempt has been made in this re- 
port to set the upper limits on desirable intakes, 
this consideration should receive increasing eni- 
phasis in the future. The present standards have 
regarded “adequacy” as above the level at which 
objective evidence of health improvement does 
not oceur. The standards in this guide are an 
attempt at an objective evaluation of the data 
currently available as derived from clinical, ex- 
perimental, and epidemiological evidence. In- 
terdepartmental Committee on Nutrition for 
National Defense. Suggested Guide for Inter- Shipshape order? You're examining the 
preting Dietary and Biochemical Data. Pub. Queen Mary maybe, Doctor! 

Health Rep. Aug. 1960. 


NORTH SHORE 
HOSPITAL 


—for psychiatric treatment and research 


prt on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


treatment 


of emotional 
disorders 


For information contact 
MEDICAL DIRECTOR 


NORTH SHORE HOSPITAL 
225 SHERIDAN RD — Hillcrest 6-0211 
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WINE... 


Now widely prescribed for the chronic 


invalid, the convalescent, 


the debilitated oldster 


Physicians treating the aged and the convalescent have 
for generations been aware of the restorative power of 
wine. However, it remained for recent research* to more 
clearly define its clinical physiological action. 


Wine Increases Appetite—Goetzl and co-workers’ observed 
a profound stimulating effect on olfactory acuity and 
appetite, even in anorexia. 


Wine Aids Gastric Digestion—Ogden and Southard? re- 
ported a significant increase in gastric secretion following 
ingestion of moderate amounts of table wine. 


Wine Helps in Cardiology—Prudent quantities of wine 
are helpful’ in counteracting depression, anxiety and dis- 
comfort in sufferers from heart and coronary disorders. 


Wine—"‘safest of all sedatives...""*—A little Port or Sherry 
at bedtime offers a valuable relaxant to the insomniac and 
may obviate the need for drug-sedative medication. 


In brief, wine taken with discretion adds greatly to the 
pleasures of the table, to physical comfort and to mental 
serenity in the aged, as well as in the chronic sufferer and 
the convalescent. 


Research information on wine is available on request. 
Write for your copy of *‘‘Uses of Wine in Medical 
Practice.’ Wine Advisory Board, 717 Market Street, 
San Francisco 3, California. 


1. Goetzl, F.R.: Permanente Found. M.Bull. 8:72 (April) 1950. 

2. Ogden, E., and Southard, F.D., Jr.: Fed. Proceedings 5:77 (1946) 

3. Brooks, H.: Med. J. & Rec. 127:199 (1928) 

4. Haggard, H.W., and Jellinek, E.M.: Alcohol Explored, New York, 
Doubleday, Doran, 1942. 
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ALL PHYSICIANS 
ARE WELCOME 


Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 


continues its Symposium program with the 10th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


ANOTHER YEAR OF SYMPOSIA... 


PORTLAND, OREGON 
Wednesday, January 11, 1961 
The Sheraton-Portiand Hotel 


MONTGOMERY, ALABAMA 
Friday, January 13, 1961 
The Whitley Hotel 


MINNEAPOLIS, MINNESOTA 
Monday, January 16, 1961 
The Hotel Leamington 


LEMONT, ILLINOIS 
Wednesday, January 18, 1961 
The White Fence Farm 


CINCINNATI, OHIO 
Sunday, January 22, 1961 
The Netherland Hilton Hotel 


NEW DORP, STATEN IS., N. Y. 
Wednesday, February 15, 1961 
The Tavern-on-the-Green 


Thursday, February 23, 1961 
The Francis-Marion Hotel 


CHARLESTON, SOUTH CAROLINA 


ANCHORAGE, ALASKA 
Saturday, February 25, 1961 
The Westward Hotel 


BAKERSFIELD, CALIFORNIA 
Friday, March 3, 1961 
The Bakersfield Hacienda 


WILLIAMSBURG, VIRGINIA 
Wednesday, March 8, 1961 
The Williamsburg Lodge 


ALBUQUERQUE, NEW MEXICO 
Saturday, March 11, 1961 
The Hilton Hotel 


OMAHA, NEBRASKA 
Thursday, March 16, 1961 
The Sheraton-Fontenelle Hotel 


PHOENIX, ARIZONA 
Saturday, March 18, 1961 
The Westward Ho Hotel 


LOUISVILLE, KENTUCKY 
Thursday, March 23, 1961 
The Sheraton-Seelbach Hotel 


BAY SHORE, LONG ISLAND, 
NEW YORK 

Wednesday, April 12, 1961 
The LaGrange Inn 


BUTTE, MONTANA 
Saturday, April 22, 1961 
The Finlen Hotel 


ITHACA, NEW YORK 
Thursday, April 27, 1961 
The Statler Club 


ERIE, PENNSYLVANIA 
Wednesday, May 3, 1961 
The Hotel Lawrence 


SACRAMENTO, CALIFORNIA 
Wednesday, May 10, 1961 
The E! Dorado Hotel 


LOS ANGELES, CALIFORNIA 
Wednesday, June 7, 1961 
The Statler Hotel 


a> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y. 
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MODEL 100M MOBILE VISO-CARDIETTE 


HIS IS THE NEWEST Sanborn electro- 

cardiograph — complete with all acces- 
sories in a fully mobile, easy-to-roll cabinet 
version. A single Model 100M ‘‘Mobile 
Viso’”’ can easily serve several locations 
within a clinic or hospital, and perfectly 
answers the need for instrument storage 
away from the point of use. The highly de- 
veloped design of this modern instrument 
also provides fully diagnostic cardiograms 
at either of two chart speeds (25 and 50 mm/ 
sec), sensitivity settings of 14, 1 or 2 times 
normal, fully automatic stylus stabilization 
during lead switching, pushbutton ground- 
ing, jacks for recording and monitoring non- 


MEDICAL WG Tey DIVISION 


roll this 
MOBILE 
electrocardiograph 
wherever 


_ it's needed 


$895 delivered, 
Continental U.S.A, 


ECG inputs in conjunction with other equip- 
ment. The cabinet is available in either 
handsome mahogany or exceptionally dura- 
ble, stain-resistant plastic laminate. 

The same basic instrument — with identi- 
cal circuitry — is also manufactured as a 
desk-top instrument, designated Model 100 
Viso-Cardiette. A third choice in Sanborn 
ECG’S is also offered, for the physician 
whose practice demands maximum porta- 
bility: the 18-pound ‘“‘briefcase”’ size Model 
300 Visette. All are proven Sanborn electro- 
cardiographs, reflecting more than four 
decades of experience in the manufacture 
of medical instrumentation. 


SANBORN COMPANY 


175 WYMAN ST., WALTHAM 54, MASS. 


Cuicaco Branch Office 2040 Lincoln Park West, Bittersweet 8-3737 
St. Louis Branch Office 8615 Manchester Blvd. 


Woodland 1-1012 & 1-1013 
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Planning disaster medical care 


As to the organization of a county medical 
society for medical care in event of disaster, | 
must emphasize that there can be no effective 
disaster medical care without the participation 
in and the planning for such care by practicing 
physicians. The work of planning and the direc- 
tion of such care must be the duty of the phy- 
sicians’ representative body—-namely, the county 
medical society. 

The organization of a county medical society 
for disaster medical care must begin with the 
appointment of a committee on disaster medical 
care. Physicians selected for this committee 
should have either executive organizational 
ability, a background in traumatic medicine, or 
field combat experience in World War II or 
Korea. Wayne P. Chesbro, M.D. Disaster Medi- 
cal Care, The Objectives of the A.M.A. Com- 


mittee and the Organization of a County Society OEEMAN 
Program. California Med. August 1960. How long HAVE you been wetting 


the bed, sir? 


You cannot antagonize and influence at the 
same time. — J. 8S. Knox 


When too many tasks 
seem to crowd 

the unyielding hours, 
a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 


REG US PAT OFF 
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two-hour period. 
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Following determination 
of basal secretion, 
intragastric pH was 
continuous! determined 
by means o 


readings over a 


frequent 


neutralization 


Neutralization iS much 


with standard 3.1 
aluminum hydroxide 


faster and 
twice 

as long 
with 


45 
Minutes 20 


CREAMALIN 


New York 18, N. Y. 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 

Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity— from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 
be chewed, swallowed whole with water or milk, or allowed to dissolve 
in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 

1. Data in the files 4 the Connent of wey Research, Winthrop 
Sm ig 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
Pharm. A. (Scient. bay’ 48:384, July, 1959. 


for peptic ulcerm gastritism gastric hyperacidity 
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your low-back patient 
back the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 


Wallace Laboratories, Cranbury, New Jersey 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients uired an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner, 
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HOSPITAL 


2828 S. Prairie Avenue 
Chicago 16, Ill. 
Victory 2-1650 


Devoted to Medical Psychiatry 


for the active treatment of 
Mental and Nervous Disorders 


ALCOHOLISM Treated by Comprehensive 


J. DENNIS FREUND, M.D., F.A.P.A. 


| BLUE CROSS Member Hospital | 


Medical-Psychiatric Methods 


Medical Director 


Massive lymphedema 


Some years ago the fact that the lymphatics 
of the red muscle are not blocked and there are 
no lumphatics in the epidermis suggested to us 
a possible treatment. If the epidermis could be 
applied to the muscle in thin enough layers, 
with excision of all the tissue which contained 
lymphedema, improvement might be effected in 
an extremity. 

This treatment depends upon removal of the 
skin in such thin layers as to be above the lymph 
strata. Biopsies have shown that lymph ac- 
cumulates in the dermis at the depth of 1/50 
inch. The operation consists in taking off the 
epidermis with an electric dermatome at 15/ 
1000 inch layers, so that no lymphatic-bearing 
epidermis or dermis is included. The rest of the 
dermis, subcutaneous tissue, fat, deep fascia, and 
all the fat between the muscles are then surgi- 
cally excised. The epithelium is then sutured 
directly back onto the red muscle. In patients in 
whom all the fat, fascia, and lymph tissue have 
been removed completely lymphedema does not 
return. This is a radical and extensive operation 
and is, therefore, reserved for those patients in 


whom the monstrosity of the lymphedema and 
its complications require such a procedure. Cur- 
tis P. Artz, M.D., and James D, Hardy, M.D. 
Massive Lymhpedema. Complications in Sur- 
gery and Their Management. W.B. Saunders 
Company, 1960. 


Supersonic aircraft noise 


Those who live near airports are already 
martyrs to the noise which seems inseparable 
from flying. The supersonic airliner is not likely 
to bring any relief in these areas, but it may 
make the rest of us a good deal more sympathe- 
tic. Unless the aircraft stays below the speed of 
sound until it is near the top of its initial climb, 
a loud and continuous sonic boom will sweep the 
countryside over which it flies. It is perhaps as 
well that most of the flight path is likely to be 
over the sea. Inside the cabin, the noise level 
will be very high unless exceptional measures are 
taken to insulate the walls. Supersonic and Hy- 
personic., Lancet Sept. 10, 1960. 


The price of wisdom is eternal thought. 
—Frank Birch 
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Orthostatic proteinuria 


The relationship of the proteinuria to posture 
was first noticed in 1904 and was described quite 
clearly by the investigators of that time, who had 
observed that this proteinuria would disappear 
completely when the individual was lying recum- 
bent, that the proteinuria developed maximally 
when the individual maintained an erect lordotic 
position, and that the lordotic posture, even in 
the supine position, could induce proteinuria. 
Jehle reported one young girl who had protein- 
uria in the morning before arising from bed, 
and this was a puzzle until they learned that she 
combed her hair in bed every morning before get- 
ting up. This sufficiently involved her in the 
lordotic posture to cause proteinuria. When 
someone else combed her hair for her in the 
morning the proteinuria disappeared. Although 
the relationship to posture was early recognized, 
just how posture affected the proteinuria was 
not clearly understood, I think, until Dr. Bull’s 
fairly recent study. 

As mentioned, Dr. Bull has made interesting 
and illuminating observations on this condition. 
He also noted the effect of the erect lordotic 
posture on the proteinuria and showed by cathe- 
terization of the ureters that protein was present 
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in the urine from both kidneys. He also found 
that the renal clearances in these patients were 
normal if they were recumbent, but if they were 
upright the filtration rate and the renal blood 
flow might fall considerably but did not fall to 
the same degree in patients who assumed the 
same position but did not develop proteinuria. In 
investigating this difference he measured the 
cireulation time from foot to tongue and found 
again that in the patients who develop the ortho- 
static proteinuria the circulation time was much 
longer than in the control nonproteinuric sub- 
jects. Next he actually measured the venous pres- 
sure in the inferior vena cava by catheterization 
in some of these subjects and found that, al- 
though the pressure increased in anybody who 
went from the recumbent to the upright posture, 
the increase in pressure was much greater in 
those who showed the orthostatic proteinuria 
than in the controls. To correlate these observa- 
tions he did some careful anatomic studies on 
specimens at postmortem and observed that the 
liver and the vena cava had a rather characteris- 
tic relationship at the site where the vena cava 
went up through the diaphragm. Ralph C. Wil- 
liams, M.D. The Medical Grand Rounds. Am. 
Pract. & Digest Treat. April 1960. 
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Many of us are like the little boy we met 
trudging along a country road with a cat-rifle 
over his shoulder. “What are you hunting, 
buddy?” we asked. “Dunno, sir, I ain’t seen it 
yet.” 

—R. Lee Sharpe 


Russian Party changes hamper 
scientists 


A serious handicap for the Russian scientist: 
in their research work is the ideological pattern 
on one hand and the instability of the Party 
line on the other. A sudden change in the Party 
line from above can cause a complete reorganiza- 
tion of plans and scientific units. Work has to 
be abandoned and sometimes new work begun. 
This happened for instance after the 1948 ses- 
sion of the Academy of Agricultural Sciences, 
when drastic Party-inspired changes caused com- 
plete reorganization of work in biological and re- 
lated research and a purge of those scientists 
regarded as alien to the Party line. The Labora- 
tory of Cytogenetics of the Institute of Cytology, 
Histology, and Embryology was abolished be- 
cause it followed an “incorrect” and unscienti- 
fic” line. The Bureau of the Division of Bio- 
logical Sciences of the Academy of Sciences was 
assigned the task of revising the syllabus in bio- 
logical institutes, bearing in mind the interest 
of Michurinism. 

Another sweeping reorganization took place 
after the joint session of the Academy of Sciences 
and the AMS on the teachings of Pavlov in 1950, 
causing a change in topics and methods of re- 
search plans, as stated at the seventh session of 
the AMS in 1952: 

A fundamental change occurred in the theory 
and practice of Soviet medicine. The basic theo- 
retical premises, the general direction, and 
methods of research correspond now in most 
cases to the basic principles of Pavlov’s teach- 
ings. . . . .The reorganization has found con- 
crete forms first of all in the change of range of 
problems and topics of the institutes and labora- 
tories. The main problem in scientific research 
is now the study of physiology and pathology of 
the higher nervous system. . . . reorganiza- 
tion . . . required a change in structure of basic 
institutes of the Academy. Background of Med- 
ical Research in the U.S.S.R. Academy of Med- 
ical Sciences of the USSR. July 20, 1960. 


Whatever you are by nature, keep to it; never 
desert your own line of talent. Be what nature 
intended you for, and you will succeed; be any- 
thing else and you will be ten thousand times 
worse than nothing. 

—Sydney Smith. 
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